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FOREWORD 


HE advent of a new year brings with it the commencement of a new volume of our Journal. 

There is also a new editor. It would seem, therefore, to be an opportune time to issue a 
statement of policy, a policy which will be, in some sense also, a confession of faith. 

At the outset it may be stated that there will be no radical departure from the tradition 
of the past. The great strides made by the Journal during the past ten years, under the able 
editorship of Dr. A. D. Blackader, need no more than mention. They must be obvious to 
all. The same principles that have moulded the Journal, in the past, that have proved so 
successful, will continue to shape it in the future. Stated broadly, it is the desire of the 
editorial staff to make the Journal thoroughly representative of the best in Canadian Medicine, 
and to make that best known beyond our own borders. Or, expressed otherwise, it is our wish 
and hope to place Canadian Medicine in its proper place in the world of scientific endeavour. 

There is, doubtless, more than one opinion as to how a medical journal should be planned 
and executed. Tastes differ here as elsewhere. All will agree, however, that a first class 
medical journal should be accurate, comprehensive, and interesting. In these days of high 
specialism it is, probably, not possible to produce a journal that will have a universal appeal, 
but it is at least feasible to ensure that in each issue every member of the profession, whether 
engaged in general or special work, will find something of value and interest to him. 

An editorial staff can do little by itself, however, and must depend on its clientéle. The 
medical constituency must see to it that its journal is well supplied with original articles, 
interesting case reports, bits of general news, and should also, on occasion, ventilate its opinions 
on the various important subjects that are beginning to press upon the attention of the pro- 
fession. A medical journal of general scope should be a sort of clearing-house for facts, 
fancies, and opinions. 

While it is the intention of the editorial staff to emphasize as much as may be the so- 
called “practical” side of medical work, yet we feel that it would be a mistake to ignore the 
theoretical. It is our firm conviction that the Canadian Medical Association Journal is the 
proper place for the first publication of the results of Canadian research in medicine. In 
the past, much excellent material emanating from Canadian hospitals and laboratories has 
been published outside our borders. There are, doubtless, several reasons for this. There is, for 
example, the natural desire to appeal to a wider audience than the Canadian journal has hither- 
to been able to command. In some cases it has been felt that certain work was too technical 
or too highly specialized to appeal to the general practitioner, and was, therefore, more suited 
to a special journal. Neither of these considerations deserves the weight that has hitherto 
been attached to it. The general practitioner of the present day is well trained, alert, and 
often well read. In these days of rapid transit he can easily and quickly get in touch with 
medical centres. If he cannot leave his practice for a sufficient length to engage in post- 
graduate study, the latest in medical thought is brought to his door, or to his next door, by 
his magazines and post-graduate lecturers. In our opinion the general practitioner can 
appreciate the best that medical journalism can give him, and is entitled to it. He should 
hear of any new clinical experience, of any advance in research, of any new discovery in 
Medicine. The Journal will always be ready to publish articles embodying original research, 
in the confident expectation that they will be welcomed by its readers. Such papers, too, 
will always have prior rights to publication. 

Furthermore, there need be little fear nowadays that worthy research work published 
in Canada will fail to receive recognition abroad. While we could wish that all medical 
practitioners in Canada were members of the Canadian Medical Association, and, therefore, 
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recipients of its official journal, instead of only some thirty-five per cent, yet the appeal of 
the Journal is not altogether conditioned by this fact. The Journal goes far afield, and its 
influence is steadily increasing. It long ago ceased to be parochial; if it is not yet national 
in its appeal, it is national, even international, in its outlook. We are glad to be able to say 
that we have now a working arrangement with the Britzsh Medical Journal whereby important 
articles appearing in our own Journal will receive recognition overseas. Only recently, too 
a well known German medical periodical, the Fortschritte der Medizin, has listed our Journal 
along with those of other countries, giving a full table of contents. No less than four articles, 
from our July issue were there abstracted at length. We also frequently receive requests from 
other journals for permission to reprint articles that have appeared in our columns. Beyond 
doubt, our audience is increasing. Canadian research workers need no longer hesitate to 
publish with us. Indeed, we think it is their duty to do so. Whenever Canadian work is 
published outside of Canada the credit for it goes to the country in which it appears. So much 
is lost to Canada. Let us have confidence in our own institutions; let us support our own 
Canadian Medical Association and our own Journal. 


There are certain directions in which we think the Journal might be improved. We 
should like to have more numerous and more adequate reports from local medical societies. 
It is only occasionally that we receive any. Will not the local secretaries see that we are in- 
formed as to what is going on? We should like to receive brief details in regard to the sub- 
stance of the papers read and the discussions relating thereto. It is of little general interest 
to read merely a record of names and titles. The reaction of the local societies to the big 
questions, such as State Medicine, Public Health, Tuberculosis, Cancer, Health Insurance, 
Hospitals, Maternal Mortality, the Position of the General Practitioner, and the like, would 
be interesting for others to know, and is of the highest importance. 


We intend to improve our department of Abstracts, by increasing the number of the 
abstracts and widening their scope. We also hope to establish communication with other 
parts of the Empire, at present, Australia and South Africa, by means of correspondents. 


We would request members of our Association to send us, through their provincial editorial 
representatives, medical items of educational and economic interest, helpful hints, suggestive 
ideas. Particularly would we request that members resurrect bits of medical lore and history 
relating to their own districts or to medical practitioners of the early days. Much valuable 
and interesting information will be lost if something is not done now. Old books, old manu- 
scripts, old pictures, old instruments, and appliances of medical interest, should be saved from 
destruction while it is not too late. 


Many important matters are looming up on the horizon, and are demanding attention, 
not only in Canada but in Britain and in many other parts ofthe world. Among them are the cost 
of medical care, medical education, the future of the general practitioner, state medicine, 
health insurance, the reduction of maternal mortality, mental hygiene and eugenics, the 
sterilization of mental defectives. It is the intention of the Journal to deal with these topics, 
as occasion will arise, and to get authoritative expressions of opinion thereon, particularly 
as they concern us in Canada. 


In conclusion, it may be remarked, that besides the substance of a journal there are 
other matters to be considered. For instance, there is its style and language. Without 
intending to be purists, the editors desire the Canadian Medical Association Journal to be 
couched in pure, simple, and correct English. Some standards must, of course, be followed. 
Our standards are the New Oxford Dictionary and Fowler’s Modern English Usage. Con- 
tributors will understand that when alterations are made in their manuscripts this is not done 
in any captious spirit, but solely with the desire of bringing their language into conformity 
with the best accepted English models. Our Journal is published in the English language, 
in a British country; our desire is to make it the exponent of all that is best in Canadian 
medical thought, to maintain for it a worthy place among the journals of the Empire, and to 
exemplify in it the best that is in the British tradition. 

A. G. NICHOLLs. 
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THE SIGNIFICANCE OF KETOGENESIS 


By A. B. Macativum, M.A., M.B., Ph.D., D.Se., LL.D., F.R.S. 


Emeritus Professor of Bio-Chemistry, McGill University 


London, Ont. 


N diabetes mellitus, in depancreatized animals, 

in the human subject, and in animals when 
phloridzin has been administered for a more or 
less extended period, and also when the human 
subject and animals are made to undergo more 
or less prolonged fasting, there are excreted by 
the kidneys three chemically related substances 
or ‘bodies’? which, in diabetes mellitus, may 
oecur in such concentrations in the blood and 
tissues as to cause a coma, typical of a grave 
condition of diabetes, and which, unrelieved, 
ends in the death of the patient. These ‘‘bodies’’, 
commonly called ‘‘acetone bodies’ and “ketone 
bodies’’, are: acetone (CH3.CO.CHs3), a more or 
less volatile substance, which gives a sweetish 
odour to the breath and urine of the diabetic 
patient, and two acids, often called ‘‘ketone 
acids’, ®-hydroxybutyrie acid (CH 3.CHOH.- 
CH».COOH)—usually, but loosely, termed 
B-oxybutyric acid, and {f-oxybutyrie acid 
(CH3.CO.CH».COOH)—commonly called aceto- 
acetic acid or diacetic acid.* The concentration 
of these two acids in the blood of the diabetic, 
combining as they do with the bases therein, 
diminishes through excretion in the urine the 
supply of such bases, and thus tends, in the blood 
and tissues, to disturb the normal acid-base 
balance towards the acid side, resulting in what 
is known as acidosis. Acidosis obtains in certain 
other pathological conditions, but in these it is 
not due to the presence of “ketone bodies,” 
which are formed only when the power to 
metabolize sugar is lost or when the sugar neces- 
sary for normal metabolism is lacking. 

The production of ketone bodies, or ketogenesis, 
has been for the last forty-five years the subject 
of a great many investigations, chiefly with the 
object of finding methods of treatment which 
may alleviate or cure the conditions of the 
diabetic, but also with the hope of discovering 
why and how these bodies are formed and not 


*Throughout the text of this paper the writer, to 
avoid the current loose terminology employed to designate 
these acids, has used the terms ($-hydroxybutyric acid 
and B-oxybutyric acid, sometimes abbreviating them to 
B-hydroxy acid and B-oxy acid respectively 


completely metabolized. The result, so far as 
alleviation is concerned, is summed up in the 
word “insulin,” treatment with which, ap- 
propriately used, causes cessation of the pro- 
duction of the ketone bodies and the resumption 
of the power to metabolize sugar so long as it is 
continued. The question how and why these 
bodies are formed in such abundance, and not 
completely metabolized, in the diabetic, has not 
as yet brought a satisfactory answer. There has 
resulted, however, the general acceptance of the 
view that the metabolism of fats, in its final 
stage, is closely associated with that of sugar, and 
that when the latter fails the complete metabolism 
of fats is affected, their oxidation not being so 
complete as it is in the normal subject. 

This general view has led to the formulation of 
the theory that the last stage in the oxidation of 
the fatty acids, which results in the formation 
of the two ketone acids, involves an interaction 
between the molecules of sugar metabolized and 
the ketone acids which renders the oxidation of 
the latter possible, and that in the absence of 
sugar or in the lack of power to metabolize it 
the ketone acids are not oxidized to form carbcen 
dioxide and water as they normally are. This 
theory was first suggested by Geelmuyden in 
1904, but little acceptable evidence was found 
for it, and it would now have comparatively 
little vogue if Shaffer had not, by experimental 
work on the subject, obtained results which 
make it necessary to give attention to the 
theory in any attempt to explain ketogenesis. 
He found that when glucose is introduced into a 
solution of $-oxybutyric acid and hydrogen 
peroxide, rendered markedly alkaline with sodium 
hydrate, there is oxidation of both the sugar and 
the acid, which proceeds with the acid almost to 
completion in five or six hours, but if sugar is 
absent the oxidation of the acid is, at the end of 
twenty-eight hours, a little more than half what 
it would have been at the end of six hours if 
glucose were present. The sugar, in the absence 
of the acid in the solution, he found to be rapidly 
oxidized, and its action, when the acid is present, 
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is that of greatly accelerating the oxidation of the 
latter. The oxidation of the sugar, therefore, 
assists in the oxidation of the acid, and sugar is, 
accordingly, ‘‘ketolytic” or ‘‘antiketogenic.” 
He found that fructose, glycerol,‘ glyceric alde- 
hyde and glycollic aldehyde could, instead of 
glucose, similarly serve. 

How this reaction occurs has been discussed 
by Shaffer’®. At first he was inclined to regard 
it as due to a chemical reaction between an 
oxidation product of the glucose and B-oxybutyric 
acid, but latterly, as a result of further investi- 
gation, in which glycollic aldehyde instead of 
sugar was used, he is inclined to hold that a 
special condensation of the @-oxybutyrate in 
solution and some intermediate resulting from 
the oxidation of the glucose obtains, an inter- 
mediate doubtless of a fleeting existence which 
must have such an affinity for B-oxybutyric acid 
as to permit the condensation to outrun the rate 
of its oxidation. He suggests that the con- 


densation involved is one of the Knoevenagel 
kind, in which two molecules of B-oxybutyrate 
condense with an oxidation product of the sugar 
or with the sugar itself, the latter replacing the 
aldehyde in the typical Knoevenagel product. 


Shaffer suggests that this is the manner in which 
the oxidation of 6-oxybutyric acid occurs in the 
normal subject. 

Interesting as are Shaffer’s findings in them- 
selves, they do not at all aid us in solving the 
difficulties encountered in attempting to explain 
ketogenesis. Indeed, they are not applicable in 
formulating an explanation, as they furnish 
difficulties quite as great as those they were 
intended to dissipate. These may be briefly 
referred to. 

First of all, his 7n vitro oxidations were obtained 
only in markedly alkaline solutions, with a 
pH of 11 to 13, whereas the pH of the living 
matter of the tissue elements of the body is 
supposed to range between 7.3 and 7.5, and in the 
cytoplasm of living cells it may, under certain 
conditions, be 6.5 to 7.1. To meet this objection 
Shaffer suggests that in the tissue elements 
concerned in the oxidation of B-oxybutyric acid 
a factor is present which, non-alkaline in char- 
acter, plays the same role as the strong alkali in 
his in vitro oxidations. 

Another difficulty is the fact, found by Shaffer, 
that when 6-hydroxybutyric acid is used instead 
of 8-oxybutyrie acid in his in vitro oxidation 
experiments it is not oxidized at all. As the 
B-hydroxy acid constitutes 60 to_80 per cent of 


the total ketone bodies in the blood and urine of 
the diabetic it would appear obvious that glucose 
can play no part in the oxidation of this acid as 
it is formed in the metabolism of fat in the 
normal non-diabetic subject. Shaffer meets this 
difficulty by assuming that in the normal subject 
this acid is not produced and that it is formed only 
by reduction of the S-oxy acid in the tissues 
(and blood) when, as in the diabetic, it is not 
oxidized to form CO, and H,O. That the 
8-hydroxy acid may be so formed may be ad- 
mitted, but that it is never otherwise produced, 
or that it is not formed in the normal metabolism 
of fat cannot for a moment be granted. The 
facts telling against this assumption will be dealt 
with in the following pages. Here, however, 
it may at once be said that if sugar is not ‘“‘keto- 
lytic” to 6-hydroxybutyric acid there is no evi- 
dence in support of the view that it directly aids 
the oxidation of the two ketone acids. 

There is another difficulty, inherent not only 
in Shaffer’s theory but also in all the explanations 
advanced in the last twenty years regarding 
ketogenesis. It is embodied in the question 
why, if the 6-oxidation of fatty acids, as accord- 
ing to Knoop’, proceeds, without the assistance 
or participation of glucose, to the formation of 
6-hydroxybutyric acid and f$-oxybutyric acid, 
the $-oxidation should give place to another 
which with glucose now proceeds on a wholly 
different basis. ~ 

To this question, in a review of all the literature 
then extant on ketogenesis, the writer gave 
attention in 1912-13, and as a result formulated 
for himself, provisionally, of course, a view of its 
significance which he has held in abeyance for 
the last sixteen years with the object of determin- 
ing whether, with advances in our knowledge of 
the subject, it would pass muster for a time, until 
a modification of it or one quite different and 
more satisfactory in explaining both the old and 
the new facts concerning ketogenesis would be 
advanced. On occasions in his lectures to under- 
graduate and graduate students he has discussed 
this view or theory, pointing out how it solves 
many of the difficulties encountered in attempts 
made with the aid of the prevalent theory to 
explain the phenomena of ketogenesis, but he 
has not hitherto enunciated it in print. After 
all these years of consideration of it from every 
point of view, he believes it should now be given 
a wider publicity in order to have its value tested 
by criticism from all who are interested in the 
subject of ketogenesis. 
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This theory is based on Knoop’s theory of the 
oxidation of the fatty acids in the body, a theory 
which, first formulated in 1905 as the result of 
fundamental findings, has since then met with 
practically universal acceptance by those who 
have given attention to the subject of fat 
metabolism. According to this theory the oxi- 
dation of a fatty acid in the body proceeds, not 
haphazardly, as in the ordinary combustion in 
flame or fire, but systematically, step by step 
along a chain, each link of which is formed of a 
methyl group (CHa), attacking first the second 
carbon (the $-carbon) atom remote from the 
COOH of the chain, forming a B-oxy acid, then 
converting the first two proximal links to CO, 
and H,O, as thus with caproic acid: 

Caproic acid 
CH3.CH2.CH2'CO.CH2.COOH + H,0. 
B—oxycaproic acid 
CH3.CH2.CH2.CO.CH2.COOH + 20, = 
B-oxycaproic acid 
CH3.CH2.CH,.COOH + 2CO,. + HO 
Butyric acid 
CH3.CH2.CH2.COOH + O2. = 
Butyric acid 
CH3.CO.CE2.COOH + H,0 
B-oxybutyric acid 
CH3.CO.CH2.COOH + 40, = 4CO2. + 3H,0 
B-oxybutyric acid 


It is to be noted that in the last stage of this 


process more oxygen is required, relatively, than 


in any one of the preceding stages, and, conse- 
quently, when the supply of it is scanty, or when 
the amount of f-oxybutyric acid produced is 
in excess, as it is in diabetes, the oxidation of a 
part of it, at least, is incomplete, and acetone, 
CH3.CO.CHs, is formed. The combustion, then, 
proceeds, as it does in a very slender taper, from 
one end of the fatty acid chain to the other, 
where, if the oxygen supply is inadequate, it 
“smokes”. When, however, the combustion 
once begins it exercises a ‘‘pull” on the supply 
of oxygen, as the taper does, once it is lit. 

As all the fatty acids of common occurrence 
in the body are formed of an even number of 
carbon atoms, the $-oxidation of them ends in 
the same way. Stearic acid (Cs), for example, 
becomes $-oxystearic; then are formed from it 
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in the following order, palmitic, 6-oxypalmitic, 
myristic (C4), B-oxymyristic, lauric (Cj), B-oxy- 
lauric, capric (Cio), B-oxyeapric, caprylic (Cs), 
B-oxycaprylic, caproic (C,), and farther as 
indicated in the preceding paragraph. In each 
stage of this oxidation the B—oxy acid is not the 
immediate and direct product. Thus, in the 
oxidation of caproic acid there is first formed 
B-hydroxycaproic acid (CH3.CH2.CH2.CHOH.- 
CH,.COOH), from which there is formed B-oxy- 
caproic acid (CH3.CH».CH2.CO.CH2.COOH). 


The oxidation of the fatty acid takes place 
only in the cytoplasm of the living cells of the 
body, of those of the liver in particular, and it 
affects only the fat that is in intimate relation or 
association with the cytoplasm of such cells, but 
not necessarily that fat that is visible under the 
microscope, even when staining with dyes to 
demonstrate its presence is employed. The 
occurrence of fat in such intimate relations with 
cytoplasm can be demonstrated, as the writer 
found, in the kidney and liver of the dog. When 
portions of these organs, which have been per- 
fused with Ringer’s solution to remove all the 
blood and even lymph from them, were dried, 
finely pulverized, the pulverized material ex- 
tracted with alcohol, then in a Soxhlet extraction 
apparatus with ether for many hours and the 
extracted material digested with lipoid-free tryp- 
sin, the digest, on evaporation to dryness, gave, 
on extraction with ether, distinct evidence of the 
presence of lipoid material. This was found to 
consist in large part of lecithin-like substances 
(phosphatides), but simple fats were also present. 
Similar results had previously been obtained 
by others, especially in the case of the kidney in 
which this ‘“‘masked” fat obtained even after 
prolonged starvation, and this led to the con- 
clusion that the fat so retained is combined as 
phosphatide with the protein of the cytoplasm of 
the cells. That non-phosphatide fat, however, 
can combine with protein seems to be indicated 
by the fact, determined by Bondi, that fatty 
acids can combine with amino-acids to form 
compounds, ‘‘lipopeptids,” like, in some respects, 
the fats that are more or less ‘“‘masked” in the 
cytoplasm. In any case this “masked” fat is 
in such intimate relations with the cytoplasmic 
substrate as to make it readily subject to the 
oxidations that occur there. 


Oxidation in the substrate of the animal cell is 
the result of the presence therein of a system 
constituted of oxygen-receiving, oxygen-carrying, 
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oxygen-donating, and dehydrogenating  sub- 
stances, which act on the lipoid held in intimate 
relation with the substrate, on the hydrolytic 
products of proteins which are metabolized, and 
also on the glucose present, which, before oxida- 
tion, is in all probability combined with phos- 
phorie acid and thereby brought into intimate 
association with cytoplasmic substrate. The 
amount of oxygen available in the substrate at 
any one time is not unlimited, for it depends on 
what diffuses into the substrate from the blood 
and lymph and there held by the oxygen-carrying 
constituents, such as the cytochromes. 

This supply is for the most part used in the 
oxidation of the sugar and the fat present. As 
the sugar is much more easily and, therefore, more 
quickly, oxidized, a considerable portion of the 
oxygen held by the oxidizing complex is so used, 
and the rest is left for the oxidation of the fat. 
How much will be so used depends on the amount 
of glucose oxidized. If glucose is sufficiently 
plentiful little or no fat may be oxidized. If, 
on the other hand, glucose is scanty or wanting, or, 
as in the diabetic, it cannot be oxidized, almost 
all the oxygen available is used in the oxidation 
of fat and there are formed 8-hydroxybutyric 
and 8-oxybutyrie acids in excess of the amounts 
formed when sugar is present and metabolizable. 
In preventing an excessive oxidation of fat glucose 
is thus ‘‘antiketogenic,”’ as a part of its fat-sparing 
function. 

The oxidation of glucose is, as it were, of 
explosional duration, but the oxidation of fat 
must be slow, owing to the fact that in the 
6-oxidation of a fat, tristearin, for example, it 
proceeds through eight stages, in each of which 
there are formed, first a 8-hydroxyacid and then 
from the latter a B-oxy acid. In this progressive 
oxidation of a molecule of tristearin, once begun, 
there must be a “pull” on the oxygen available, 
a “pull” that is exercised after the initial stage, 
as otherwise there would be a halt in the oxidation 
of many of the molecules of fat at some one or 
more stages, and there would result a saturation 
of the cytoplasm of the cells with different 
B-hydroxy and f-oxy acids. This postulates 
that when glucose is present and is being oxidized 
the oxygen supply left is used to complete the 
oxidation of the fat that has undergone the 
initial oxidation, and none can be diverted tc 
oxidize initially other fat until that result is 
achieved. The oxidation of 50 grams of glucose 
would, on this basis, inhibit the oxidation of 
228.2 grams of tristearin to B-oxystearic acid 


and thereby prevent the production from it of 
76.2 grams of B-oxybutyric acid. As the 50 
grams of glucose would yield about 185 calories, 
while 228.2 grams of tristearin would give on 
complete oxidation about 2,136 calories, it would 
appear that glucose exercises a fat-sparing power 
out of all proportion to its calorigenic power in 
metabolism and thus reduces the production of 
the B-oxy and 6-hydroxy acids to an amount 
which can be completely oxidized. 

This explains what is found in the diabetic and 
the fasting obese individual. In the diabetic, 
glucose is not metabolized; in the fasting obese, 
after a few days, the sugar available in his organs 
is greatly reduced and in consequence in both 
the amount of fat oxidized is greatly in excess of 
that oxidized in the normal subject. There is 
formed then, sometimes in excessive amounts, 
8-hydroxybutyrie and B-oxybutyric acids. This 
excess escapes further oxidation through their 
free diffusion from the cytoplasmic substrates, 
and they appear in the blood and urine, not as 
free acids, but combined with bases. This free 
diffusion is due to the physical properties of these 
acids, properties which are quite in contrast with 
those of the acids from which they are derived 
by oxidation, properties which are of prime 
importance as factors in the production of 
ketonuria. 

Of the fatty acids, stearic, palmitic and myristic 
are insoluble in water, while of lauric, in references 
in the literature, there are the dicta: “not com- 
pletely insoluble in water,’ “insoluble in water.”’ 
Caprice acid is ‘sehr wenig léslich in Wasser.” 
Of caprylic ‘‘one part is soluble in 400 of boiling 
water but separates out from it completely on 
cooling”, and ecaproic “is insoluble in water,”’ 
‘“‘almost insoluble in water” and ‘“‘mischt sich 
nicht mit Wasser.”’ The first two of these acids, 
which are set free from their esters before oxida- 
tion of them begins, and the others named are, 
it is very possible to suppose, not more soluble in 
the cytoplasm of the cells in which they are 
formed than in water and so they, down to caproic 
acid, cannot readily diffuse from the cells. Of 
the 8-hydroxy and B-oxy forms of these acids, 
down to caprylic, none are known as_ they 
have not yet been prepared in the laboratory or 
isolated from living matter, and one cannot, 
consequently, determine their solubility in water, 
but the fact that they have never been found in 
the blood or urine, when the metabolism of fat 
proceeds at a high rate, is an indication that their 
solubilities in water and their power to diffuse 
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from cellular structures are little if at all different 
from the corresponding acids unoxidized at the 
g-carbon atom. f-oxycaproic acid, it appears 
fromasearch of the literature on the subject, has 
never been prepared in the laboratory or isolated 
from the urine or blood of diabetics, and one can, 
therefore, reasonably infer that its solubility in 
water and cytoplasm is little, if at all, different 
from that of caproic acid. As to B-hydroxy- 
caproic acid what we know was ascertained by 
Fittig and Baker’ in 1894. They claim they pre- 
pared it and found it to be ‘‘in Wasser leicht 
léslich,’’ but no analysis of it was made, ‘doch 
bieten die Analysen ihrer Salzen geniigenden 
Beweis dass die Siure eine Oxycapronsiure ist.” 
How freely we can interpret “leicht léslich,”’ since 
they say the acid dissolves in water ‘unter 
voriibergehender milchiger Triibung,’ and 
whether the acid they prepared was pure §—hydr- 
oxycaproic acid are questions which can only be 
definitely solved by further investigation. 

There can, however, be no question regarding 
the solubilities of the products of the next stage 
of oxidation, for ®6-hydroxybutyric and f-oxy- 
butyric acids are soluble in all proportions of 
water, as is also butyric acid. Because of this 
solubility they diffuse readily, and when they are 
formed in excess in the cytoplasmic systems what 
is not immediately completely oxidized must 
diffuse into the lymph and blood and be eventually 
excreted in the urine. Were these acids as little 
soluble, therefore, as caproic acid and probably 
also as B-oxycaproic acid, they would be retained 
in the cytoplasm of the cells producing them and 
there be completely disposed of as CO, and H,O0 
by the @-oxidation process. 

The ready solubility and diffusibility of these 
acids and their production in excess when fat 
alone, or in very large part, is metabolized 
explains ketogenesis. This explanation does not 
postulate, as the current one appears to do, that 
the 8-oxidation which results in the production, 
one after the other, of a serfes®f B-oxy acidsfrom 
B-oxystearic down to B-oxybutyric ceases there, 
and that the further oxidation of the latter can 
obtain only through some association or combina- 
tion with glucose. Even the diffusibility of 
these acids would not count if the capacity of the 
oxidizing system in the cytoplasm were un- 
limited, for then the acids would be completely 
oxidized as they would be formed, though in 
excess, as in diabetes. Even in the diabetic a 
portion of these two acids as they are being formed 
must be completely oxidized in the cells producing 
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them. This is counter to the general assumption 
that in diabetes these acids wholly escape oxida- 
tion, on which assumption estimates of the total 
fat metabolized have been made, based on the 
fact that 36 grams of such acids are theoretically 
derivable from 100 grams of fat. Is such an 
assumptidn justifiable? How is it that in severe 
diabetes fasting, in many cases, causes a cessation 
of the appearance of these ketone bodies in the 
blood and urine? Is there in such cases a com- 
plete cessation of the oxidation of fat? If so, the 
metabolism would be totally confined to the 
proteins, the glucose derivable from which, if 
any, would be excreted in the urine and the 
respiratory quotient wouid then be 0.632 (Lusk), 
whereas in fasting diabetics it is never less than 
0.68, and Joslin’? found it to be as much as 0.8, ~ 
which he interprets as due to the oxidation of the 
ketone acids accumulated in the body tissues of 
such patients, since the respiratory quotient of 
the more abundant of these, 6—-hydroxybutyric 
acid, is 0.89. This would postulate that the 
ketone acids, amounting at most to between 
100 and 200 grams in the body of the fasting 
diabetic, diffuse from the blood, lymph and the 
tissues back into the cells which produced them, 
and are there burnt. If they are so burnt, why 
is a portion of them not burnt as they are pro- 
duced in the fat-metabolizing cells of the non- 
fasting diabetic? 

A solution of these problems is not far to seek. 
In the fasting diabetic, who as a result of his 
condition is lean, and, consequently, in whom the 
fat supply is very considerably diminished, the 
metabolizing tissue elements utilize all the 
oxygen available to them on their greatly limited 
fat content, and, accordingly, the oxidation of it 
proceeds to completion. The amount of 6-hydro- 
oxybutyric and B-oxybutyric acids thus formed 
is so moderate that they are completely burnt 

. before they can diffuse from the cytoplasm of 
such tissue elements. 

In marked contrast with those observed in the 
fasting diabetic are the phenomena in the fasting 
normal obese subject. In such a fasting normal 
individual the carbohydrate supply of the body 
is after some days chiefly, if not wholly, that 
derived from metabolized body proteins, while 
the fat is not by any means limited in amount, 
and, consequently, the oxidizing power of the 
metabolizing cells is expended on it almost wholly. 
Then the ketone acids are produced in excess of 
what can be immediately oxidized before any 
diffusion of them from such cells can occur and 
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ketonuria results. In diabetics as well as in 
normals the oxygen-accepting power of such 
cells is not capable of expansion beyond a certain 
point, and when fat alone or in very large part is 
the fuel the combustion tends to be as defective 
as it is in a ‘‘smoking”’ tallow candle. 

That the cytoplasmic oxidation system in the 
normal subject is not absolutely efficient is shown 
by the fact ascertained by Marriott’* that the 
blood of normal subjects, children especially, 
dogs, pigs and cattle, contains the ketone acids. 
He found per 100 ¢.c. in human blood less than 
1.5 mg. of B-oxybutyric acid and less than 4 mg. 
of 8-hydroxybutyric acid; in pig’s blood 0.3 to 
0.4 mg. and 0.5 to 0.6 mg.; in dog’s blood 0.6 mg. 
and 2.1 to 2.2 mg. and in beef blood 0.8 mg. and 
3.0 mg. respectively. Sassa’® found the amount 
of 8-hydroxybutyric acid in the blood of the dog 
to range between 0.01 and 0.013 per cent, in the 
muscle of the dog between 0.012 and 0.017 per 
cent, and in the organs of the, normal human 
subject between 0.01 and 0.019 per cent. Sassa’s 


figures for the 6-hydroxy acid are not in accord 
with those of Marriott, but one can from their 
results conclude, with a considerable degree of 
certainty, that these ketone acids are normally 


present in minute amounts in the blood and 
tissues of non-diabetic subjects. Their presence 
there in such minute quantities is due to their 
extreme diffusibility, which permits them to 
escape from the fat-metabolizing cells even when 
the oxidizing mechanism of the latter is at its 
maximum of efficiency. 

Thus, in the blood of the normal subject and 
animals, as in the blood and urine of the diabetic, 
the 6-hydroxy acid exceeds in amount that of the 
B-oxy acid, and it is generally estimated as 
constituting 60 to 80 per cent of the total of the 
ketone bodies present, acetone included. This 
raises the question why this excess obtains. The 
answer must, in part, be related to the question 
as to which of these two acids is the primary 
product of the oxidation of butyric acid. Some, 
Shaffer included, assume that B-oxybutyric acid 
is always the one first formed and that $—hydr- 
oxybutyric acid is a reduction product of it. 
Against this assumption are facts and concepts 
based on the -oxidation theory of Knoop"®. 

As to the concepts first, 8-hydroxybutyric acid 
is an oxidation product of butyric acid, less 
oxidized, of course, than is B-oxybutyriec acid; 
that is, it is a half-way product in the formation 
of the latter. Indeed, the very fact that it is 
sometimes formed as a reduction product of 


the B-oxy acid postulates that it is an inter, 
mediate product in the oxidation of butyric acid 
to the B-oxy stage. 

Then, as to the facts, of which there is a welter- 
somewhat confusing, but these, carefully in- 
terpreted, are significant. Embden* found that 
when butyric acid and 6-hydroxybutyric acid are 


._perfused through fresh liver they are converted to 


B-oxybutyric acid. Baer and Blum’ administered 
salts of butyric acid to diabetics and depancrea- 
tized animals, and found an increase in the 
8-hydroxy and $-oxy acids and acetonee xcreted. 
Blum‘ found that when sodium butyrate was 
given in large quantities by mouth to normal dogs 
the same acids with acetone were excreted in the 
urine. On injecting sodium phenylpropionate 
and sodium phenylbutyrate subcutaneously in 
dogs, Dakin® found some sodium phenyl- 
B-hydroxypropionate and sodium  phenyl- 
8-hydroxybutyrate in the urine, the remainder 
of the salts injected being further oxidized, the 
products, hippuric and phenaceturic acids, appear- 
ing also in the urine. He concluded, in conse- 
quence, that the formation of the 8-hydroxy acid 
from each of the injected acids is the first stage 
in their oxidation. The course of oxidation for 
phenylpropionic acid would thus be: CgH;CHg.- 
CH,.COOH — C,H;.CHOH.CH,COOH — C,Hs.- 
CO.CH,.COOH—C,H;COOH (benzoic acid, which 
unites with glycin to form the hippuric acid 
excreted). Wakeman and Dakin'* demonstrated 
that when ammonium £-hydroxybutyrate is 
incubated with fresh liver pulp the ®—oxy-acid 
is formed in large quantities, due, as they con- 
cluded, to the action of an enzyme in the liver 
cells, from which they prepared some in an impure 
form. 

Against these results must be ranged those 
which Dakin’ later obtained, as did also Fried- 
mann and Maase"', when sodium 6-oxybutyrate 
was intravenously injected in animals. The 
urine of these contained sodium #$-hydroxy- 
butyrate. Wilder'® found that 6-hydroxybutyric 
acid was demonstrable in the urine of dogs 
when the sodium salt of this acid was administered 
intravenously at the rate of 0.4 gram per kilo 
per hour, but it was not so demonstrable when 
the salt was administered at a lower rate. When 
B-oxybutyric acid was similarly used at the rate 
of 0.2 gram per kilo per hour, some appeared in 
the urine, but not with lower rates. When 
administered at higher rates (e.g., up to 0.4 per 
kilo per hour) $-hydroxybutyrie was excreted. 
This appears to indicate that the @—-hydroxy 
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acid is derived by reduction of the B-oxy acid, 
but the results indicate also that when either acid 
is administered at a rate not exceeding a certain 
limit for either it is completely oxidized. 

These results, with others of the same character 
which one might cite, must, therefore, be in- 
terpreted with some reserve. When large 
quantities of either of the ketone acids are 
intravenously or subcutaneously injected into 
animals, the tissue elements of such are subjected 
to an unusual strain. Before the injections are 
made the oxidation mechanisms of the cells are 
fully engaged in the metabolism of their own 
proteins, glucose and fat. To oxidize the in- 
jected ketone acids they must forego the com- 
pletion oxidation of a portion of their own fat, 
and thus produce ketone acids approximately 
equal in quantities to those of the injected acids 
they completely. oxidize. The $—hydroxy acid 
they may thus produce may appear in the urine, 
and this may lead one to infer, unless caution is 
exercised, that it is derived from the B-oxy acid 
injected, or that when 6—hydroxy acid is injected 
and some appears in the urine it is a portion of 
that injected. It may also be under these con- 
ditions that the Canizzaro reaction occurs, 
whereby a portion of the B-oxy acid is completely 
oxidized, the oxygen necessary for this being 
furnished by a reduction of the remainder to the 
6B-hydroxy acid. 

The results of zn vitro oxidations are less con- 
fusing, but they are not absolutely decisive. 
Dakin found that when ammonium butyrate 
is oxidized with hydrogen peroxide B-oxybutyric 
acid, acetone, propionic aldehyde, and acetic, 
formic, and carbonic acids are formed, but he 
could not demonstrate amongst the products the 
presence of 8-hydroxybutyriec acid, because that 
is very difficult or impossible to do when some 
butyric acid remains unoxidized, as was the case 
in his preparations; yet he postulates that the 
8-hydroxy acid is the first product of the oxi- 
dation, a view held as confirmed by his finding 
that when f$-hydroxybutyric acid is oxidized 
with hydrogen peroxide the same products result. 

It is difficult, then, to assume that 6-hydroxy- 
butyric acid in the blood of normals and in the 
blood and urine of diabetics is wholly derived 
by reduction of the B—oxy acid and that the latter 
is the first and only direct product of the oxidation 
of butyric acid. Some of the @-hydroxy acid 
may be derived by reduction of the B-oxy acid 
under conditions which are not normal, but this 
cannot be held to indicate that a similar mode of 
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production obtains normally. Furthermore, 
chemical action does not proceed by per saltum 
methods such as that which would be exemplified 
in the conversion by oxidation of CH 3.CH».CHg.- 
COOH at once to CH;.CO.CH,COOH, without 
the formation of the intermediate CH,.CHOH.- 
CH,COOH. 

With the concept that the 6—hydroxy acid is an 
intermediate product of the oxidation of butyric 
acid one can explain its preponderance over the 
B-oxy acid in the blood of normal human beings, 
of animals, and in the blood and urine of diabetics. 
As the first product of the oxidation, since it is 
very soluble in water and, therefore, in the cells 
where it is formed, some of it cannot be im- 
mediately further oxidized and consequently 
diffuses from them. What remains undergoes 
further oxidation, yielding the f-oxy acid, a 
portion of which also diffuses out, the remainder 
being completely oxidized. The amount of the 
B-oxy acid which so diffuses must, therefore, be 
less than that of the 6-hydroxy acid diffused out, 
since the diffusion pressure of each of the two 
acids depends on concentration, that of the 
6-hydroxy acid exceeding that of the B-oxy acid. 

These two acids must be regarded as the direct 
normal products of the oxidation of fat in fat- 
metabolizing cells. When they are formed in 
excess of what the cells can completely oxidize 
they invade the blood, and if the amount so 
diffused is greater than what occurs there in 
normal subjects ketonuria obtains. They are 
both, however much of them may be formed, the 
B-oxidation products of butyric acid in the fat- 
metabolizing cells, and it is not necessary to 
postulate, as do the current theories of keto- 
genesis, that this B-oxidation ceases when they 
are formed, but that it proceeds in the cells, if 
these acids remain therein, to completion, forming 
from them CO, and H,O. Ketogenesis signifies, 
then, the production of these acids in excess of 
what the metabolizing cells can retain and 
immediately oxidize completely, which excess 
may be so much that it appears in the blood and 
urine. 

Glucose and its congeners are, therefore, 
“antiketogenic”’ only in the sense that their 
oxidation in the metabolizing cells of the normal 
subject lessens the amount of fat oxidized in 
them, and accordingly the amount of ketones 
formed is reduced to what the cells can burn 
before any but negligible traces can diffuse 
out of them. 

A parallel to ketogenesis is found in the pro- 
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duction of lactic acid after prolonged tetanus of 
muscle. After a single contraction of a muscle the 
lactic acid formed in its fibres is, in part, oxidized 
and the rest converted back into glycogen, but 
after tetanus the amount of acid formed is greatly 
increased, and, although a portion is converted 
into glycogen and some oxidized, the rest, some- 
times large in amount, diffuses from the fibres 
and reaches the blood. In muscle, then, the 
oxidizing and synthesizing mechanism is limited 
in its capacity, just as is the oxidizing capacity of 
fat-metabolizing cells. 

If butyric acid and the 6-hydroxy and the 
B-oxy forms of it were as insoluble in water and, 
accordingly, as indiffusible as are capric, caprylic, 
caproic and the B-oxy forms of these acids, they 
would be retained in the metabolizing cells even 
though formed in excess, and they would be 
completely oxidized there, whether these cells 
could or could not metabolize sugar. The normal 
subject and normal animals could then dispense 
with carbohydrates in the diet, the only glucose 
they would then utilize being derived from the 
proteins metabolized, thus providing for muscular 
efficiency. Obesity would then be of rarer 
occurrence. In the diabetic there would be 
glycosuria but no acidosis, and, consequently, 
no menace of coma, and he would live for a more 
or less prolonged period during which, besides 


glycosuria, a more or less diminished physical 
efficiency would be the most manifest effect of 
Keto- 


his loss of power to metabolize glucose. 
genesis would then be unknown, and the terms 
“ketolytic” and “antiketogenic”’ would not have 
a vogue, even if they were coined. 


SUMMARY 


To conclude, one may summarize the explana- 
tion of ketogenesis, as advanced by the writer, 
in the following terms: 

1. Of all the B-hydroxy and 8-oxy acids formed 
in the metabolism of fat from its fatty acids in the 
B-oxidation process in the animal body only 
B-hydroxybutyriec and f6-oxybutyrie acids are 
readily soluble in water and, therefore, diffusible 
from the cells engaged in this metabolism. In 
normal human subjects and in normal animals 
this diffusibility leads to the appearance in the 
blood of traces of these acids. , 

2. The oxidation the fat-me- 
tabolizing cells are not unlimited in the oxygen 
they command at any one time, and, conse- 
quently, oxidation in them is controlled by the 
supply which is constantly replenished from that 


systems in 


in the blood, but to a degree not beyond the maxi- 
mum these cells: are capable of receiving and 
utilizing from moment to moment. 


3. The fat-sparing action of glucose in the 
metabolism of the normal individual is, as is well 
known, out of all proportion to its calorigenic 
power. This is due, as explained, to its oxidation 
reducing the quantum of oxygen in the cyto- 
plasm of the metabolizing cells, thus limiting 
the amount of fat which is to undergo the initial 
oxidation of the $-oxidation process. On this 
basis the complete oxidation of 50 grams of 
glucose would inhibit the oxidation of 228.2 
grams of tristearin to B-oxystearic acid. After 
the initial oxidation of the fat has obtained it 
exercises a “pull” on the oxygen available until 
the oxidation begun goes on to completion, thus 
limiting the supply of oxygen for the oxidation of 
more fat and, consequently, the production of 
B-hydroxybutyric and 8-oxybutyrie acids in 
amounts which can be oxidized before diffusion 
of them, except in traces, out into the lymph and 
blood can occur. 


4. When sugar the 
diabetic, or is wanting in the normal subject after 
more or less prolonged fasting, nearly all the 
oxygen of the metabolizing cells is devoted to 
the oxidation of fats and relatively large quantities 
of the two ketone acids are formed, the diffusion 
pressure of which is so great that in more or less 
considerable quantities they pass into the blood 
and eventually into the urine, the remainder, 
small in amount, being completely oxidized in 
the cells where they arise. 


is unoxidizable, as in 


5. In severe diabetes, after a duration more or 
less prolonged, the fat supply in, or very im- 
mediately accessible to, the metabolizing cells, 
has been so reduced that when fasting is resorted 
to the 6-hydroxybutyric and B-oxybutyric acids 
are formed in such moderate quantities that they 
are oxidized before they can diffuse out of the cells, 
and they thus cease to appear in the urine. 
The fasting diabetic is then, as one may express it, 
non-ketogenic. 

6. The oxidation of sugar in the normal subject 
and in animals thus lessens the amount of fat 
oxidized, and, accordingly, reduces the amounts 
of the ketone acids formed from fat to the amounts 
which the metabolizing cells can completely 
oxidize before diffusion of them from such cells, 
except in negligible quantities, can occur. Glu- 
cose is then ‘‘antiketogenic” or “‘ketolytic” only 
in this sense. 














McKeEnty: 





If butyric, B-hydroxybutyric and 6-oxy- 
butyric acids were as insoluble in water and, 
consequently, as indiffusible as caproic and 
g-oxyeaproic acids, from which they are derived 
by the 8-oxidation process, they would remain, 
as do the last named acids, in the fat-metabolizing 
cells where they are formed and there be com- 
pletely oxidized, even when produced in con- 
siderable amounts. Then carbohydrates in the 
diet could be dispensed with, and the only 
carbohydrate then available to insure muscular 
efficiency would be the glucose derived from the 
metabolism of proteins. In diabetes there would 
still be glycosuria, but no acidosis, and no menace 
of coma, and the life of the diabetic could be more 
or less indefinitely prolonged, but, very possibly, 


with the handicap of diminished physical 
efficiency. Ketogenesis would then be unknown 


or not cognizable.: 
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A STUDY OF THREE 


BILIARY 


HUNDRED AND NINETY-SIX CASES OF 
TRACT DISEASE* 


By JAMES McKenvty, M.D., F.A.C.S., 


Winnipeg 


‘THIS paper presents a study of the clinical 

features of 396 eases of biliary tract 
disease treated surgically by me during the 
past 20 years. All excepting four were private 
patients. 

A history of attacks of biliary colic was ob- 
tained in 75 per cent of the 225 stone cases, 
while in the 148 non-caleulous cases a history 
of colic is recorded in only 13.5 per cent. In 
Blalock’s? study of the Johns Hopkins’ series 
of 888 cases a history of colic was found in 381 
per cent of the stone cases, and in 57 per cent 
of those without stones. 

3y colic, in Table I, is meant attacks of 
crampy pains in the epigastrium and right 
hypochondrium, usually abrupt in onset and 
termination, lasting from half an hour to 
several hours, and varying in severity from 


* Read at the meeting of the Manitoba Medical 
Association on September 13, 1929. 


moderate to agonizing. During the acme of a 
spasm the patient tosses about and both the 
diaphragm and abdominal wall are held rigid. 
In the interval between spasms, muscular re- 


sistance is absent. The attack often begins 


TABLE I. 


CLINICAL HISTORY 





Sex: females 298; males 98. 
Age: under 20 years 5; 20 to 40, 191; 40 to 60, 
178; over 60, 22. 


225 cases with stones gave a history of 


colic in 169 or 75 % 
A history of chronic we spepsia only in 47 or 20 ‘¢ 
A history of jaundice in - - 62 or 27.5°* 
No symptoms in - . - . - 5 


148 eases with chronic cholecystitis with- 
out stones gave a history of colic 


in - - - - : - 20 or 13.5% 
A history of chronic Cyypepeta, typi- 

eal, in - “ - - 84 or 56.7°¢ 
Ah — . chronic area, atypi 

eal, - 44 or 29.6°° 
A eae. of iain in - - - llor 7.4‘ 
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after midnight, probably because the gall 


bladder fills with bile during the sleeping 


hours, thus disturbing the position of the stones 
and permitting one to engage in the opening of 
the cystic duct. 

Chronic dyspepsia of the flatulent type with- 
out attacks of colic was obtained in the his- 
tories of 20 per cent of the stone cases, and in 
56 per cent of the 148 cases of chronic cholecy- 
stitis without stones. The dyspepsia here classed 
as typical of cholecystitis consists in bloating, 
gaseous eructations, nausea, rarely vomiting, 
and occasionally a twinge of pain across the 
epigastrium. These symptoms occur after meals, 
and are often most marked at bedtime and may 
then delay sleep. They are relieved by eructa- 
tions and vomiting. The periodicity and the 
definite relation to food characteristic of peptic 
ulcer do not usually occur. 

In 29.6 per cent of the non-caleulous cases 
the dyspepsia is deseribed as atypical. In 
these the clinical picture is obscured by symp- 
toms due to lesions of other organs, or by the 
protean manifestations of the neurotic state. 
In this latter class of patients the difficulty in 
appraising the importance of subjective symp- 
toms makes it necessary, in making a diagnosis, 
to rely chiefly upon the physical examination 
and laboratory findings. 

A history of jaundice was obtained in 27.5 
per cent of the stone cases and in 7.4 per cent of 
In the Johns Hopkins’ 
series, which covered a period from 1889 to 1924, 


those without stones. 


the percentages were much higher. 
In 5 eases of stones in the gall bladder, dis- 


TABLE II. 
OPERATIVE AND AUTOPSY FINDINGS 


Stones were found in - - - 225 or 57 % 


990 
In gall bladder and eystie duct 
only - - - - - 201 
In common duct only - . 5 
In both gall bladder and com- 
mon duct - - - - 19 
Chronic cholecystitis, without 
stones in - . - - 148 
Cholesterolosis in - - - 20 
Papillomatosis in - . - 1 
Stricture of ducts” - - - 8 
Kinking by coloeystie fold - - 6 
Cancer of ducts and pancreas. - 4 
Acute cholecystitis during typhoid 3 
Acute cholecystitis and cholangitis 2 
Pancreatitis complicated - - 21 or 5.2% 
Cancer of gall bladder occurred 
in - - . - - 12 pr. ne. oS 
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covered and removed during operations for 
other lesions, no symptoms attributable to the 
stones could be elicited, either before or after 
operation. These gall stones, if not innocent, 
were at least silent. 

Chronic cholecystitis is now regarded as the 
primary disease of the biliary tract, beginning 
usually in the second and third decades, mani- 
festing itself in digestive disturbanees, bilious 
attacks, eructations, ete., slowly progressing till 
in middle life, and later the stage of stone 
formation and its complications is reached. 
This conception is leading to the early removal 
of the gall bladder in the hope of preventing 
the complications of the later stages. But it 
has not yet been established that the gall 
bladder is the only part of the tract primarily 
involved, and, consequently, a modification of 
the treatment based upon this assumption may 
become imperative. It has been established by 
Rosenow,? Wilkie* and others, however, that in 
animals a cholecystitis can be produced by in- 
travenous injection of streptococci which in- 
vade the wall of the gall bladder. Whether 
they also invade the liver and the walls of the 
ducts remains to be determined. There is much 
clinical evidence in support of the view that 
the infection is limited in the human subject 
to the gall bladder, at least in the early stages, 
but the operator would feel happier if he had 
the support derived from animal experiment 
for the view that, in doing a cholecystectomy, 
he had removed all the infected tissue. 

Cholecystitis is believed to be the essential 
preceding condition for the formation of the 
septic or mixed stone which is present in more 
than 90 per cent of the cases. Whether it is a 
factor in the formation of the other two types, 
the pure cholesterin and the pure pigment 
stones, is not yet decided. We know that both 
may be found in the normal gall bladder. The 
weight of evidence supports the view that the 
cholesterin stone is formed in the gall bladder, 
and the pigment stone in the intrahepatic bile 
ducts, and that both are the results of deranged 
metabolism. In hemolytic icterus, in which 
there is an increased destruction of blood pig- 
ment, pigment stones are commonly present in 
the biliary tract, and in the states associated 
with hypercholesterinemia the pure cholesterin 


stone is prone to form in the gall bladder. Huw 
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long the metabolic stone may remain in the 
gall bladder before causing chronic cholecy- 
stitis is unknown. That it will in time do so 
reasonable inference. Rovsing* believes 
that the stone is primary and the infection 
secondary, as is the case with stone in the 
urinary bladder. Boyd® has shown very con- 
vineingly how the nucleus of the pure choles- 
terin stone originates from deposits of lipoid 
material in the mucous membrane of the gall 
bladder. After infection occurs the cholesterin 
stone becomes coated with lamine of material 
composed of pigments, cholesterin, and a vari- 


is a 


able quantity of calcium. 

Rous, MeMaster and Drury,® in experiments 
on dogs, succeeded in causing stones to form in 
14 out of 22 animals. In the centre of the stone 
they found a nucleus of pigment. After injury 
to the liver a shower of dark brown dust was 
obtained from the bile. The particles of this 
found to be identical with the nuclei 
and to be composed of calcium bilirubinate. 
Rovsing also found these pigmented nuclei, and 
thinks that toxie states cause these to form in 
the bile capillaries, whence they are carried 
down stream to the gall bladder. 


dust were 


TABLE III. 


COMPLICATIONS IN THE 225 STONE CASES 





Acute suppurative cholecystitis - 


36 
Acute cholecystitis with distension of \ or 26.6 % 





gall bladder - - - - - 22) 
Duct stones - - - - - - 24 or 10.6‘ 
Pancreatitis - - - - som Uae 
Cancer of gall bladder - - - - 12 or 5.3% 
Fistula between gall aioe and 
duodenum - - - 2 
Acute perforation with siden - 3 
16 
More than 1 complication was present in 14 
102 45.3 % 





In the 225 cases of cholelithiasis stones were 
present in the common or hepatic ducts in 24, 
an incidence of 10.6 per cent. Da Costa’ says 
stones occur in the ducts in one out of every 5 
or 6 cases. Richard B. Cattell® states that prior 
to 1926 the incidence of duct stones at the 
Lahey Clinie was 8.2 per cent, while during 
1927 and 1928, as the result of more frequent 
exploration of the ducts, the 
creased to 12 per cent. 

Those who speak with authority based upon 
large experience hold different views regarding 
the indications for opening and exploring the 


incidence in- 
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ducts. Among those advocating more frequent 
exploration are, Lahey? and Walton,’® while 
Crile’? condemns the additional trauma unless 
definite indications exist. All are agreed that 
negative palpation is inconclusive, and that a 
considerable proportion (5 to 20 per cent) of 
duct stones latent. In the absence of 
definite indications, such as a history of inter- 


are 


mittent colic and jaundice and the finding of a 
dilated thick walled duct, my examination has 
been limited to palpation. It is probable 
has resulted in leaving a stone in the duet in 
two or three cases but, on the other hand, it has 
saved many from the trauma of a negative ex- 
ploration. A good eliniecal history will not re- 
veal a latent stone but it will afford reliable 
indications for or against exploring the ducis. 


this 


A wide diversity of opinion also exists among 
authorities as to the frequency of pancreatitis 
as a complication of gall stone disease. In this 
series there were 17 eases (7.5 per cent), most 
of them not limited to the head but involving 
the whole organ. 


Cancer of the gall bladder occurred in twelve 
(5.3 per cent). One of these patients, who had 
a cholecystectomy done in 1919, is still living 
and well; the late Dr. Gordon Bell reported 
the specimen to show evidence of carcinoma. 
Leiteh,’* of the Cancer Hospital Research In- 
stitute, gives the incidence of cancer of the 
gall bladder in association with stones as 5 per 
cent, and concludes, from experiments upon 
animals, that mechanical, 
tion by the stones 


not chemical, irrita- 


s is the causative factor. 
This series of gall bladder stone cases shows 
an incidence of serious complications in 45.3 per 
cent. In the Johns Hopkins’ eases the incidence 
This high incidence 
of dangerous complications makes the presence 
of stones in the gall bladder 
The proper 
cholecystitis is 


was more than 50 per cent. 


a serious menace. 
treatment of acute calculous 
still unsettled problem. 
Whether operation should be performed at once 
or delayed until the acuity of the attack has 
abated is a point upon which authorities differ 
or express no definite opinion. Those who 
favour prompt operation do so on the ground 
that the serious complications, suppuration, 
gangrene, perforation, and peritonitis, are 
thereby prevented. Those who favour delay 
claim that the attack usually subsides within a 


an 
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week or ten days, and that a radical operation 
may then be performed with much less risk. A 
similar attitude was taken toward appendicitis 
At that time the 
mortality of the first attack of appendicitis, 
treated medically, was shown by Sahli, then 
chief of the Medical Clinic in Bern, to be about 
8 per cent, and that of subsequent attacks a 


some thirty-five years ago. 
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stectomy was performed during the first 24 
hours; perforation with free extravasation was 
present in all, yet all had a smooth con- 
valescence. Another in which operation was 
done during an attack of colic also had a 
smooth convalescence. Every attack of acute 
cholecystitis begins with colic. No one can pre- 
dict whether the attack is going to cease 


TABLE IV. 





1. In 58 cases of acute cholecystitis with stones :— 


Cholecystectomy was done in - - 
Partial cholecystectomy in - - 
Cholecystostomy in - 


TREATMENT AND OPERATIVE MORTALITY 


with 





- Zo > deaths 21.7 % 
° - 15 i 1 * 6.6 *¢ 
20 és 2 sé 10.0 <¢ 
58 S| 13.7 


2. In 143 cases of chronic cholecystitis with stones :— 


Cholecystostomy in - : - - 


° = 40 sé 0) ‘ec 


’ . 3 5 ce 
Cholecystectomy in - - - > - - 103 ag re 
3. In 148 eases of chronic cholecystitis without stones :— 
Cholecystectomy in all - - 2 ae i ** 
4. In 24 eases of stones in the common duct :— 
Cholecystectomy with drainage of common duct - 15 es 
Cholecystectomy with transduodenal choledochotomy 41 ‘ 4 si 16.6 ‘* 
Choleecystostomy with drainage of common duct 5} « 
d. In 8 cases stricture and section of duct :— 
Repair over Sullivan tube in - - + ) es 
Repair by suture only - : - - a 0 
Exploration, 1; repair by T tube, 1 : 2) « 
Cases - - - - - 381 a 19 . 4.9¢* 


Associated operations were: appendectomy in 172, gastric 11, pelvic 9, intestinal 9, and 


miscellaneous 7. 





little higher. A similar study of acute cholecys- 
titis has not yet been published, so far as I 
can ascertain. 

3efore this question can be settled we need 
to know what percentage results fatally under 
non-operative treatment and what under early 
operative treatment. Prior to 1915 my routine 
From 1915 to 
1920 a cholecystectomy was done in nearly all 
sases, both acute and chronic, with a mortality 
of 21.7 per cent-in the acute cases. 


operation was cholecystostomy. 


Sinee then 
I have delayed operation in acute cases until 
the acuity has passed, or have resorted to 
drainage only, sometimes to partial excision of 
the gall sae, with a reduction of the mortality 
to 8.5 per cent. Babeock™ gives the mortality 
of the stage of complications of cholecystitis as 
from 5 to 20 per cent. Walton’® who advises 


early operation, 


‘ 


preferably cholecystectomy 
‘excepting in very bad risks,’’ had a mortality 
of 14.6 per cent in 68 cases. In 3 of my cases 


presenting symptoms of perforation choleey- 


abruptly or go on to suppuration and its com- 
plications. Babeock (ibid.) says attacks which 
continue three days usually go on to the stage 
of pus formation. This stage has a high mor- 
tality under every form of treatment and 
especially under radical cholecystectomy. Once 
the process has reached this stage, two opera- 
tions instead of one, and a much more pro- 
longed period of morbidity, are necessary 
before permanent cure can be effected. If the 
high mortality of the suppurative stage is to be 
avoided, it is evident that operation must be 
done early, if possible within 24 hours after 
the onset of the attack of colic. When this 
early stage has passed and the stage of acute 
reached before the 


cholecystitis has been 


patient is admitted to hospital, operation should 
usually be postponed until the attack has sub- 
sided. Occasionally, drainage of the gall 
bladder will have to be done during the attack 


in order to prevent a fatal issue. 
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CASE REPORT 


Mrs. C. S., aged 33, was admitted to hospital ten 
hours after the beginning of an attack of colic, with a 
pulse rate of 90; temperature 99°. Morphia and fomen- 
tations were used to relieve pain. The systemic symp- 
toms became progressively more severe. On the second 
day the temperature was 102.4°, pulse 120; and on the 
third day she had a chill followed by a temperature 
of 104° and a pulse rate of 140. The gall bladder was 
then drained under local anesthesia, and one faceted 
stone was removed. Five days later the pulse and 
temperature were normal. She refused further operation 
and is not likely to consent until forced to do so by a 
recurrence of pain. 


Cholecystectomy could have been done on 
the day of admission before systemic symptoms 
appeared with a risk, probably, not greater 
than in the chronic case. In deference to the 
long standing objection to operating during aii 
attack of colic, I delayed until the stage in 
which cholecystectomy could be safely done 
was passed, and the opportunity for perma- 
nently curing the patient was lost. The fact 
that probably more than 90 per cent of attacks 
of biliary colic cease abruptly in a few hours 
before acute inflammation of the gall sae oe- 
curs is the only reasonable basis for this objec- 
tion that I ean find. Operation, instcad of 
morphine, would be a better treatment for 
biliary colic in many cases. When an operation 
has to be done during the stage of acute 
cholecystitis it should be limited to drainage of 
the gall bladder, preferably under local anes- 
thesia. In a small proportion a partial cholecy- 
stectomy can be done safely. The inflamed 
mucous membrane readily separates from that 
part of the fibrous sae which is left attached 
to the liver. The raw surface left on, the liver 
after complete removal of the fibrous sae, I 
believe, increases considerably the danger from 
toxemia and infection. 


In the 291 eases of chronic cholecystitis, 143 
with, and 148 without, stones, there were seven 
deaths, a mortality of 2.4 per cent, (pneumonia 
2, shock 2, peritonitis 1 [hysterectomy done at 
the same time] pulmonary embolus 1, tetanus 
1). Appendectomy was a coincident operation 
in approximately 60 per cent, and other opera- 
tions in 11 per cent. Two of these fatalities 
had a pelvie operation done first. The per- 
formance of an upper abdominal operation 
after a pelvie operation should be avoided. 


A study of the duct cases will not be in- 
cluded in this paper. 


TABLE V. 


THE END RESULTS IN 206 STONE CASES 
Traced 172; not traced 34, 


ull 


1. 48 choleeystcstomies for stones in g 
bladder yielded :— 


Good results in - - - - - 24 or 50 % 
Improvement in - - - - 8 or 16.6% 
Reeurrence in - - : - - 36 or 33.3:°° 


2. 95 choleeystectomies for stones in gall 
bladder yielded :— 
Good results in - - - - 91 or 95.5 ‘‘ 
Unsatisfactory in - - - - 4 
13 partial cholecystectomies for stones 
in gall bladder :— 
Good results in all - . - - 100 <«é 


4. 16 stones in the common and hepatic 


ducts :— 
Good results in - - 13 or 81.2 ‘¢ 
Improved in - - - - - Jd 


Reeurrenee in - - - - - 2 





The end results were obtained through 
personal examination, reports from family 
physicians, and correspondence. About 40 per 
cent of the cases have been followed for more 
than eight years 

The frequent recurrence of cholelithiasis 
after cholecystostomy has led the great majority 
of surgeons to abandon it as the operation of 
choice in chronic cholecystitis with stones. In 
the majority of cases the recurrence takes place 
during the first one to three years, but three of 
my 16 had been well more than eight years when 
symptoms recurred. In addition to the 16 re- 
currences among my own cases I have operated 
upon 7 others after cholecystostomy by other 
surgeons. The incidence of recurrence, as given 
in published reports, varies between 10 and 56 
per cent. It is generally agreed that the drain- 
age operation should be adopted in the bad risk 
cases. There is another group of cases, the 
normal gall bladder harbouring a metabolic 
stone, in which removal of the gall bladder is not 
indicated. If cholecystography reveals a fune- 
tioning gall bladder in a young individual who 
presents the clinical history of gall stones, it 
would appear to be good practice to open the sae 
first, and if a stone of the pure cholesterin type 
or multiple pigment stones are found, then only 
to drain the gall bladder. If the stones be of 
the combined septic type a cholecystectomy 
should be done. The early removal of a meta- 
bolic stone, along with the correction of the 
derangement of metabolism which led to its 


formation, may conserve an organ the impor- 
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tanee of whose function is not yet fully de- 
termined. 

The 4 unsatisfactory results in my cholecy- 
stectomies for stones were due to overlooking 
a duct stone in 1 and to adhesions in 3. 
Partial cholecystectomy gave complete relief in 
all of 13 cases followed. In a few of these the 
mucous membrane could not be completely re- 
moved, yet the end results were quite satisfac- 
tory. It is a procedure which has a definite 
place in the treatment of the acute cases. 


TABLE VI. 





END RESULTS IN 146 CASES CHRONIC CHOLECYSTITIS 
WITHOUT STONES 





Traced 119; not traced 27. 


1. 87 giving a typical clinical history 


yielded :— 
Good results in - - - - 64 or 75.3% 
Improvement in - ‘ - - 16 or 18.8 *‘ 
No improvement in - : - - (or 82'** 
2. 52 giving an atypical clinical history 
yielded :— 
Good results in - - - - 4or 12.8‘ 
Improvement in - 13 or 41.9 ¢* 
No improvement in - - - - 15 or 47.2‘ 
3. § cases of obstruction of the common 
duct by stricture or section, 
yielded :— 
Good results’ - - - - - § 
Improvement - : - - i 
No improvement - - - - All 


It was noted that after cholecystectomy the 
result at the end of the first year was often 
less than complete cure, but during the second 
post-operation year the patient: became symp- 
tom-free. Complete relief after cholecystec- 
tomy requires from six to eighteen months. 
This delay may possibly be due to the gradual 
assumption of the functions of the gall bladder 
by the rest of the biliary tract. After cholecy- 
stostomy, on the other hand, the percentage of 
cures decreases as the years pass. 

The permanently unsatisfactory results after 
cholecystectomy oceurred chiefly in the non- 
calculous cases and in the group giving an 
atypical clinical history. Opportunity to ex- 
amine 24 of these personally gave the following 
findings: Two died of gastric cancer two years 


after operation; 3 have chronic pancreatitis; 2 


have post-operative hernia; 8 have psychoneuro- 
sis or neurasthenia; 2 are anemic; 4 have adhe- 
sions about the duodenum ; 3 have symptoms due 
to visceral ptosis. The two hernie, and possibly 
the adhesions, are attributable to defect in tech- 


nique or post-operative care. The interposition 
of either omentum or faleciform ligament of the 
liver between the duodenum and gall bladder 
suleus is a useful procedure in lessening the 
Deaver® thinks that 
gastric catarrh is a cause of persisting symp- 
toms. Rovsing’’ says that removal of the gall 


incidence of adhesions. 


bladder causes achylia gastrica, gastric hypo- 
acidity, reduces the secretion of the pancreas 
one-third, and, by relaxing the sphincter of 
Oddi, increases the liability of the ducts to 
infection. It is noteworthy that of the 20 
patients in whom lipoid gall bladders were re- 
moved only 10 have been completely cured. In 
several cases adhesions between the right lobe 
of the liver and the posterior abdominal wall 
were found at operation. The cause of such 
adhesions is not clear, but the fact that they 
occur in a limiicd region argues against 
hepatitis and in favour of cholecystitis or ap- 
pendicitis. They are, I am sure, responsible 
for the persistence of some symptoms after 
operation. 

Since 1918 all gall bladders removed were 
reported to be diseased by the hospital patho- 
logist. 


SUMMARY AND CONCLUSIONS 

1. Typical biliary colic nearly always indicates 
the presence of stones. 

2. Whether cholecystitis occurs apart from in- 
fection of the rest of the biliary tract has not 
yet been demonstrated. 

3. The pathogenesis of gall stones is still an 
unsolved problem. 

4. The frequeney and high mortality of the 
complications of stones in the gall bladder make 
operation advisable as soon as a diagnosis is 
made. 

5. The proper treatment of acute cholecystitis 
must wait for solution until further data are 
obtained regarding the mortality under (a) non- 
operative treatment; (b) operation as soon as 
possible after the onset of colic, as is done in 
acute appendicitis; (ce) drainage during the at- 
tack, followed later by cholecystectomy. 

6. All gall bladders containing the common 
mixed stone should be removed. Cholecystos- 
tomy should be limited to the bad risk eases, 
and those showing the pure cholesterin stone 
in a functioning gall bladder, and, possibly, the 
pure pigment stone. 
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7. The full benefit of cholecystectomy is. 


sometimes delayed for more than a year after 
operation. Cholecystostomy brings complete 
relief earlier, but if patients are followed long 
enough recurrence will be found to oceur in 
one-third of them. 

8. The neurotic patient is but little benefited 
by the removal of a diseased non-functioning 
gall bladder or vermiform appendix, and is 
sometimes made worse. His major malady, the 
neurasthenia, is aggravated at least tempor- 
arily. 
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THE RECTUM* 


By GerorGE E. BInkiey, M.B., 


Associate Attending Surgeon, Memorial Hospital 


New 


"THE treatment of inoperable eancer of the 

rectum is a subject deserving more careful 
consideration and investigation than has gen- 
erally been given it, since it is an unfortunate 
fact that the majority of rectal cases when 
referred for treatment have reached the stage 
of unsuitability for radical surgical removal. 
A comparative review of the literature shows 
that about 85 to 87 per cent of patients 
originally seeking surgical relief have died 
within three years, although about 60 per cent 
of these were subjected to radical operations. 
Satisfactory surgical results are not obtained 
unless cases are carefully selected, and even 
then results will often be disappointing. There- 
fore, the inoperable group should inelude 
patients who are physically unable to with- 
stand appropriate surgical intervention as well 
as those in whom complete surgical removal of 
the disease is impossible. 

The importance of palliative treatment of 
rectal cancer is perhaps not fully appreciated. 
Palliation means a disappearance or decrease 
in the severity of symptoms, accompanied by 


*Read at the meeting of the Ontario Medical 
Association, Hamilton, May, 1929. 


York 


an improvement in general health and prolong- 
ation of life. Experience has proved that vary- 
ing degrees of palliation may be expected in 
the majority of patients suffering from car- 
cinoma of the*rectum, while a small percentage 
may be rendered clinically free from disease. 

The most valuable methods of treatment for 
the inoperable rectal case are: (1) Radiation 
therapy, (application of radium and high volt- 
age roentgen rays) and (2) the combined use 
of radiation therapy and palliative surgery. At 
the Memorial Hospital radiation therapy con- 
stitutes the principal factor, while a colostomy 
is carried out in all cases in which this offers 
an additional advantage. Occasionally, a 
partial removal of the mass is justifiable, 
to facilitate more adequate applications of 
‘adium. 


RADIATION THERAPY 


Although applications of radium and high 
voltage roentgen rays are not usually con- 
sidered, strictly speaking, surgical methods, we 
prefer to look upon these physical agents as 
part of our surgical armamentarium. Radia- 
tion therapy falls into two classes: the external 
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application of radium and roentgen rays, and the 
interstitial application of gold filtered emana- 
tion seeds. The earlier methods of applying 
radium in rectal caneer, namely, by surface 
applicators, tubes arranged in tandem, and also 
by implantation of radium element needles and 
glass filtered emanation seeds, have been dis- 
continued, because of severe reactions and in- 
effectual results. 

Exiernal valuable 
single method of treatment for inoperable car- 
cinoma of the rectum. 


radiation is the most 


The amount used varies 
in accordance with the individual case. The 
reaction following this form of treatment is 
practically nil unless the patient is debilitated. 
External radiation not only - influences the 
primary mass but includes within its field of 
activity the surrounding lymphatics. Unfor- 
tunately, because of the location of these 
tumours and the lack of skin tolerance, suffi- 
cient dosage cannot always be given by this 
method. Under these circumstances interstitial 
radiation by gold seeds is indicated. 

The most efficient form of external radiation 
is the radium, pack. This applicator must con- 
tain a comparatively large amount of radium, 
as it is employed at 10 or 15 centimetres from 
the skin. At the Memorial Hospital the element 
pack contains four grams of radium, while the 
strength of the emanation pack varies between 
2,000 and 2,500 millicuries of radium emana- 
tion. When sufficient radium is not available 
for external application in this manner, high 
voltage roentgen rays may be _ substituted. 
Moreover, the best results appear to follow the 
combined use of both radium and high voltage 
roentgen rays with radium predominating. 

Three to seven portals of entry about the 
pelvis are employed for external applications. 
The maximum dose for each is about 50,000 to 
60,000 milligram hours of radium when the 
pack is applied at 15 centimetres; and 18,000 
to 20,000 milligram hours when employed at a 
distance of 10 centimetres from the skin, plus 
an application of high voltage roentgen rays 
of 240 milliampére minutes. Only in selected 
cases is it advisable to begin palliative treat- 
ment with the maximum dose of external radia- 
tion. In all eases it is imperative that the skin 
be not altered by excessive dosage to the degree 
whereby subsequent 
safely employed. 


application cannot be 
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Interstitial radiation by gold filtered seeds 
is the method of choice for providing uniform 
intensive radiation at the site of the tumour 
mass. This form of application may be used 
singly or in combination with other methods of 
treatment, usually however, the first step in a 
course of treatment is external radiation. The 
effect of the latter upon the mass determines 
its degree of radiosensitivity and the advis- 
ability of providing more intensive radiation 
by gold seeds. 

Gold seeds are five to six millimetres in 
length, 75/100 millimetres in diameter, with a 
filter of gold 3/10 millimetres in thickness. 
They vary in strength from one to three milli- 
euries. Seeds of 1 to 1144 millicuries are most 
suitable for palliative applications. There is no 
routine dosage of gold seeds, as each case must 
be treated in accordance with its clinical and 
pathological features. Tumours that are not 
deeply infected respond particlularly well to 
this type of radiation. 

The seeds which are left in situ are implanted 
in the tumour mass by special trochar needles. 
The distribution in high-lying tumours is de- 
termined by direct vision through a _ procto- 
seope, and in low-lying cancers usually by the 
sense of touch alone. The upper limits of con- 
stricting tumours are reached by passing the 
proctoscope downward through the colostomy 
opening. A clear field of vision for the im- 
plantation is maintained by suction. Adequate 
dosage and the proper placing of the seeds are 
essential factors in the production of good re- 
sults. The whole mass, or only a part of it, may 
be treated by this method at one time. 


PALLIATIVE SURGERY 


A colostomy, which is frequently an advant- 
age, is not indicated in every case. In the face 
of complete obstruction an artificial anus is 
imperative. Under other circumstances, the 
value of such a procedure will depend upon 
the condition of the patient, the degree of 
radiosensitivity and malignancy of the tumour, 
and the amount of obstruction. Debilitated 
patients find a colostomy more trying than 
those in better general condition. Moreover, 
the debilitated patient seldom receives any ad- 
ditional benefit from this operation. 
with highly malignant 


Patients 
carcinoma are less 


benefited than those with less malignant types. 
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When the growth activity can be controlled 
without inereasing the degree of obstruction 
which may occur as the result of treatment, and 
when the symptoms can be relieved by medica- 
tion and diet, an artificial anus is not indicated. 
The decrease in the amount of ulceration and 
infeetion of the tumour, which accounts for the 
lessening of the local symptoms and an im- 
provement in the general condition, can be 
brought about more satisfactorily by radiation 
therapy than by a short circuiting of the feces. 
However, a colostomy should be carried out as 
one of the earlier steps of treatment in the 
following eases: (1) patients in good general 
condition whose obstructive symptoms have not 
been relieved by other methods; (2) patients 
in whom the obstruction is likely to progress 
in the near future to a troublesome degree; (3) 
patients in whom an artificial anus offers an 
additional advantage to the implantation of 
eold seeds. 


The double barrelled type of colostomy is the 
most suitable, as it is easily performed and may 
facilitate further treatment. The abdominal 
incision is usually made about one inch to the 
left of the median line between the pubes and 
the umbilicus. After exploration of the ab- 
dominal cavity, to determine the presence or 
absence of metastases, the sigmoid is brought 
through the abdominal wound and a glass rod 
passed through the mesocolon. The upper and 
lower segments of the wound are elosed in 
layers, while the peritoneum and fascia are at- 
tached to the longitudinal band of the ascend- 
ing and descending loops at the edge of the 
opening by an interrupted stitch. The opening 
eventually allowed to remain is just sufficient 
in size to admit the index finger when passed 
along the lateral border of the two loops of 
bowel. The ideal colostomy is one that permits 
a satisfactory irrigation of the colon and is not 
accompanied by prolapse of the bowel or by 
abdominal hernia. The operation should be 
before marked obstruction has 
occurred and before the general health has be- 
come impaired. 


performed 


Partial removal of the mass, to facilitate 
‘radium therapy, is justifiable. 
The usefulness of this proceedure is limited to 


oceasionally 


large tumours of low grade malignaney in 
which the disease appears to be confined to the 
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lower part of the pelvis. 
tion a colostomy is constructed and the patient 
In addi- 
tion, a massive dose of gold seeds is usually im- 
planted in the indurated area ten to fourteen 
days before the removal. 


Prior to this opera- 


receives intensive external radiation. 


The operation con- 
sists of excision through the perineum of as 
much of the mass as is possible by cautery or 
knife, and the implantation of gold seeds into 
The ob- 
ject of removing this large area of condemned 
tissue is to prevent the severe reaction which 
may follow massive dosage of radium emana- 
tion, and to allow accurate placing of the seeds 
in the more distant areas. Occasionally, when 
the anal canal is involved to a degree whereby 
excruciating pain is a constant factor, this 
symptom may be relieved by cutting the fibres 
of the anal sphincter muscles, or by local ex- 
cision of the bulk of the mass ineluding the 
anal canal. 


the remaining carcinomatous tissue. 


The method of procedure to be followed, and 
the intensity of radiation which will be applied 
to the given case, will depend upon: (1) the 
physical condition of the patient; (2) the ex- 
tent of involvement by the disease; (3) the 
location and accessibility of the tumour; (4) 
the degree of radiosensitivity and degree of 
malignancy of the carcinoma. Moreover, in 
accordance with these factors, inoperable ecar- 
cinoma of the rectum may be separated into 
the following groups; (a) favourable cases— 
those in which disease may be eradicated by 
the above methods; (b) eases suitable for in- 
tensive palliative treatment; (c) cases suitable 
for moderate palliative treatment; and (d) 
eases suitable for palliative treatment of 
minimal intensity. 


The favourable case must be able to with- 
stand treatment appropriate for the eradica- 
tion of the disease. The first step of such treat- 
ment is external radiation. A pelvic cyele of 
high voltage roentgen rays is administered over 
six or seven portals; these applications, con- 
sisting of 240 to 300 milliampére minutes, are 
given daily or on alternate days. Roentgen 
ray therapy is followed by external applica- 
tion of radium at 15 centimetres from the skin, 
over two or three portals of entry about the 
pelvis. The total maximum dosage of radium 
for each portal is 50,000 to 60,000 milligram 
















































hours, divided into a daily dosage of about 
8,000 milligram hours. A marked improvement 
will be noted in all properly selected cases at 
the termination of the above course of external 
treatment. Tumours of the most radiosensitive 
type may not require any further treatment. 
The majority of tumours, however, are suffi- 


ciently radioresistant to require interstitial 
radiation. Usually an interval of one to two 


weeks is allowed to elapse between the ex- 
ternal applications and the use of gold seeds 
The dosage of gold seeds in these favourable 
cases should be sufficient to eradicate the re- 
maining disease by one application. The re- 
quired amount may vary between 10 milli- 
euries (1,300 me. hours) and 60 millicuries 
(7,800 me. hours). 

Cases suitable for marked palliative treat- 
ment are given similar dosage of external 
radiation to that employed for the favourable 
group. Occasicnally it is advisable to extend 
the treatment over a longer period, by employ- 
ing smaller daily dosage or by extending the 
interval between applications. The dosage of 
gold seeds in this type of case is less than that 
required for complete devitalization. When 
the initial dose of gold seeds is large, sub- 
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sequent applications should not be made for 
several months; small doses however, may be 
repeated at frequent intervals. Sub- 
sequent applications, both external and inter- 
stitial, are determined by the progress of the 
ease. These patients are examined at frequent 
intervals and subsequent treatment delayed 
until there is an increase in the symptoms, or 


more 


until the local mass shows evidence of activity. 
The best results in this type of case are ob- 
tained when the disease is brought under con- 
trol by the initial applications, and retained in 
this satisfactory condition as nearly as possible 
by small selected applications, external or in- 
terstitial. 

The value of a partial removal of the mass 
to facilitate radiation is confined to a small 
percentage of cases in the above two groups. 
Patients selected for this operative procedure 
must be able to withstand the operation as well 
as intensive radiation. 

Cases suitable for moderate palliative 
therapy are given external radiation and a 
small amount of interstitial radium emanation. 
The initial external applications are of moder- 
ate intensity, but are repeated at comparatively 
frequent intervals. In other words, the activity 





Fic. 1.—Microphotograph of a section of rectal 
cancer showing typical adenoma malignum. 


Both sections were obtained from the same patient. 


the original tumour from the post mortem specimen. 
symptoms for several months. 


Fic. 2.—Microphotograph showing epithelial 
structures recognized as final traces of 
radiated regressing cancer. 


The section shown in Fig. 2 was taken at the site of 


This patient died of septicemia after being free of rectal 
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of the disease is curtailed as far as possible by 
external radiation, without permanent damage 
to the skin. Small doses of gold seeds are 
usually employed, and these are also repeated 
whenever the activity is not sufficiently con- 
trolled by the other method. Care must be 
exercised in the dosage of gold seeds in this 
type of ease, as overdosage will tend to ag- 
gravate the symptoms and defeat the purpose 
of the treatment. 

When the possibilities are limited to minimal 
palliation, patients are treated by external 
radiation alone, the intensity of which must be 
governed by the condition of the patient and 
by- his reaction. 

The comfort of these patients may be greatly 
increased by a liberal diet of easily digested 
food and by ensuring daily evacuations. Those 
who have a colostomy are instructed, before 
leaving the hospital, in the technique of 
irrigating the upper and lower loops of the 
bowel. Almost perfect control of an artificial 
anus is provided by daily cleansing of the 
colon. Patients who do not have a colostomy 
are instructed to take sufficient mineral oil, 
petrolagar, ete., to produce a_ satisfactory 
evacuation. A large dose of castor oil every 
ten or fourteen days also adds to their comfort. 
For pain or discomfort, codein, aspirin, and 
barbitol preparations are employed. Morphia 
should not be given unless the pain is excruciat- 
ing and cannot be relieved by any other 
means. Ointments containing ichthyol, argy- 
rol, ete., applied to the anal canal may lessen 
the irritation of this area. 


REACTION TO RADIATION THERAPY 


The constitutional and local reaction to 
adequate radiation therapy is seldom severe. 
External applications may be accompanied by 
slight nausea, a feeling of malaise, or an in- 
crease in the amount of mucous discharge. 
Usually however, the patient experiences an 
immediate improvement, which is manifested 
by a feeling of well-being accompanied by a 
decrease in the severity of all symptoms. The 
reaction following the implantation of gold 
seeds varies with different patients. The re- 
action depends largely upon the dosage em- 
ployed, the condition of the patient, and the 
location, degree of infiltration, and amount of 
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infection of the mass. Only a slight reaction 
is expected with a dosage of 15 to 25 milli- 
curies, unless the cancer has infiltrated into 
areas which are liberally supplied with nerves, 
while a moderate reaction may follow a dosage 
of more than 40 millicuries of filtered emana- 
tion. When the case presents favourable 
possibilities as to cure or palliation, adequate 
dosage should always be employed, as the short 
period of unpleasantness is highly compensated 
for by the ensuing result. 

The following cases demonstrate some of the 
variations in technique which are required in 
the treatment of inoperable carcinoma of the 
rectum. 


CASE ] 

A female, 47 years of age, with a large bulky 
gelatinous carcinoma. Treatment: colostomy, partial 
excision, external and interstitial radiation. Result: good 
health for five years. 

This patient was admitted to the Memorial Hospital 
in January, 1924. History: Constipation and pain in 
the rectum for two years; a tumour in the anal canal 
and a mucous discharge for one year; difficulty in walk- 
ing and sitting for three months, with considerable loss 
of weight and strength. She had been operated upon 
for an anal fistula fifteen months before coming under 
observation and the wound had not completely healed. 
Examination revealed an ulcerating mass about 3 by 4 by 
5) centimetres protruding through the skin at the left of 
the anal canal. On digital examination, the tumour was 
found to extend upwards for a distance of several 
inches involving the rectum and the surrounding tissues. 
It was partly fixed, having extended into both ischio- 
rectal fosse. The narrowed lumen of the bowel pre- 
vented a proctoscopic examination. 

The treatment was as follows. A colostomy was 
performed on January 14, 1924. On January 31, the 
greater part of the cancerous mass was removed. Ten 
thousand milligram hours of radium were applied at 6 
centimetres from the skin over the right pelvis pos- 
teriorly, and 10,000 milligram hours over the left pelvis 
posteriorly on February 10, and on February 11, 15,000 
milligram hours were given at 15 centimetres from the 
skin over the pubes. The interstitial radiation con- 
sisted of 14 glass seeds of 1.10 millicuries each on 
February 13th; 6 glass seeds of 1.01 millicuries on 
March 12th; 4 glass seeds of 0.80 millicuries on April 
2nd; and 1800 millicurie hours, by the insertion of 
element needles on July 17, 1924. (Gold seeds were not 
available at this time). There was a moderate reaction 
following the interstitial radiation which produced a 
complete disappearance of the disease. In February, 
1925, a small malignant nodule, about 1.5 centimetres, 
was noticed on the right labium majus. This was 
removed by the cautery. In May, 1926, another nodule 
appeared near this area, which was also removed in the 
same manner. Since this last operation she remained 
free of recognizable cancer until April, 1929; at this 
time an x-ray picture of the chest suggested metastatic 
involvement of this area. 

CASE 2 

A male, 57 years of age, with a large inoperable 
cancer of the upper rectum. Treatment: external radia- 
tion, colostomy, and interstitial radiation. Result: the 
tumour mass was controlled; the patient became free of 
rectal symptoms, his weight became normal, and he 
was able to carry on his former occupation. 































































This patient was referred for treatment on March 
9, 1928. He had a history of frequent discharges of 
blood and mucus for two years. There was a marked 
loss of strength and a loss of eighteen pounds in weight. 
Examination revealed a large fixed stenosing mass in 
the upper rectum. The pathological report was: papil- 
lary malignant adenoma. ‘Treatment: a pelvic cycle 
of high voltage roentgen rays was administered between 
March 9th and March 20th, and repeated between 
April 16th and April 25, 1928. A colostomy was carried 
out on April 2nd, after the condition was considered in- 
operable. On May 38rd, 22 gold seeds (2900 millicurie 
hours of radium emanation) were implanted into the 
tumour mass, and on September 12th an additional ap- 
plication of 11 gold seeds (1500 millicurie hours) was 
administered. There was very little reaction following 
the radiation therapy. The patient has been able to 
carry on his business at all times, except for two weeks 
following the operation. At the present time he is in 
good health and free of symptoms, but cannot be con- 
sidered free of the original disease, as a large indurated 
mass still remains in the upper rectum. 


CASE 3 

A male, 57 years of age, with a large carcinoma at 
the recto-sigmoidal juncture. Treatment: external radia- 
tion by high voltage roentgen rays, radium, and colos- 
tomy; implantation of gold seeds into the tumour mass 
by way of the anal canal, and also by way of the 
colostomy opening. Result: disease partly held in check; 
the patient was able to continue his former occupation. 

This man came under observation on August, 1928. 
He complained of frequent passages of blood and mucus 
for the past two years. Proctoscopic examination revealed 
a large partly fixed stenosing carcinoma at the recto 
sigmoidal juncture, (12 centimetres above the anal 
eanal). The pathological report was—adenoma des- 
truens. Treatment: a pelvic cycle of high voltage 
roentgen rays was given between August 13th and 
August 23, 1928. From August 16th to September 9, 
1928, he received 60,000 milligrams of radium anteriorly 
over the pelvis, and 60,000 posteriorly over the sacrum, 
at 15 centimetres from the skin. On November 10th, a 
colostomy was carried out. At this time there were 
numerous hard nodes in the mesocolon and the cancer 
had invaded the peritoneum and other sections of the 
intestine. In January, 1929, 16 gold seeds (3800 milli- 
curie hours of radium emanation) were inserted into 
the tumour by way of the anal canal, and on June 20th, 
3 gold seeds (total 1000 millicuries) were implanted into 
the upper limits of the tumour by way of the colostomy 
opening. There has been a marked improvement in the 


PUERPERAL MORBIDITY AND MORTALITY — From a 
study made by John Osborn Polak and Chester Clark, 
of the mortalities and morbidities in this. country and 
in England, the following conclusions are drawn: 1. 
The mortalities directly attributable to childbirth are 
largely preventable. 2. Intelligent antenatal care 
which is followed by consecutive hospital attention by 
the same group of men wha have followed the case in 
the antenatal clinic or in private practice can reduce 
the fatalities from toxemia, sepsis and from con- 
tracted pelves. 3. By increasing the operative in- 
cidence in obstetrics, maternal mortalities have been 
materially raised over what is recognized as the 
average in well conducted institutions. 4. The present 
method of recording morbidity is not only inaccurate 
but unreliable and does not give a true index of the 
actual results of obstetric care. 5. Prenatal care can 
and does reduce the incidence of stillbirth but there is 
a large class of macerated fetuses, premature births 
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appearance of the tumour, a marked decrease in the 
severity of the symptoms, with a gradual increase in 
weight and strength. The mucous discharge is greatly 
lessened and free of blood. The appearance of the 
tumour suggests a marked growth restraint. The patient 
is able to carry on his occupation of chauffeur. 
RESULTS 

There has been a marked improvement during 
the past decade in the degree of palliation af- 
forded inoperable carcinoma of the rectum. This 
has been brought about by a better understand- 
ing of the disease, and by improved methods of 
‘adiation therapy. Since cases have been more 
carefully selected and treated in accordance 
with their clinical and pathological features, the 
reactions have been less and the results more 
gratifying. Our records show a number of cases 
of inoperable carcinoma of the rectum clinically 
free of disease, while a large group has been 
provided with sufficient palliation to allow en- 
joyment of a comfortable life over periods vary- 
ing from one to eight years. The chief bene- 
ficial effect of palliative treatment in the very 
advanced stages of the disease is the decrease in 
the severity of symptoms, although in many in- 
stances there is considerable extension of life. 
Experience has proved radiation therapy to be 
extremely valuable in the treatment of carcinoma 
of the rectum. When used alone in selected 
operable cases it is capable of producing the 
same satisfactory results as radical surgical re- 
moval; while in the inoperable group a greater 
degree of palliation is afforded by radiation 
therapy alone, or by the combined use of radia- 
tion therapy and palliative surgical measures, 
than by any other present day method of treat- 
ment. 


’ 


and congenital anomalies that so far have not been 
influenced by antenatal instruction. 6. The woman who 
has a history of previous streptococcie infection is 
protected by the development of an immunity against 
subsequent infections, and is therefore less liable to 
have a morbid course and likewise less liable to die. 
7. All the reviewed statistics show that from 90 to 95 
per cent of all labours terminate spontaneously and 
that the higher the incidence of operative intervention, 
whether done by the expert or by the tyro, the greater 
the increases in both the maternal and the fetal 
mortality. Therefore, it may be deduced, first, that 
childbirth can be made safer by intelligent apprecia- 
tion of the physiological mechanism of labour and ad- 
herence to strict surgical technique, and, secondly, that 
in the presence of complicating disease the pregnancy 
in most instances can be disregarded and attention 
given to the treatment of the disease.—J. Am. M. Ass. 
93: 1436, Nov. 9, 1929. 
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ENLARGED THYMUS 


IN THE NEW-BORN* 


By ArtHuR C. SINGLETON, M.B., 


Assistant Radiologist, Toronto General Hospital, 


Toronto 


HE subject of enlarged thymus in the new- 

born and young children is one which has 
been of inereasing interest. While enlarged 
thymus has long been recognized, either as a 
separate entity or as a part of status thymo- 
lymphaticus, it has only been in more recent 
years that the surprisingly high incidence rate 
of this condition has been determined. X-ray 
films of apparently normal children will reveal 
a wide superior mediastinal shadow in a sur- 
prisingly large number of cases. 


INCIDENCE 

The incidence of enlarged thymus has been in- 
vestigated by many observers and widely vary- 
ing results reported. DeBuys, Samuels, and 
Bowie’ reported 125 cases of thymic enlarge- 
ment in a series of 625 cases (20 per cent), but 
did not state their standard of measurement. 
Blackfan and Little? reported 29 cases of en- 
larged thymus in a series of 60 cases, or 48 per 
cent, taking 3.5 em. as the maximum normal 
measurement of the superior mediastinal shadow, 
as seen on the x-ray films. This wide variation 
in reported incidence is probably due to two 
factors; first, that the ages of the children varied 
from birth to over one year, and, secondly, a dif- 
ference of opinion as to what was to be the 
maximum transverse diameter of’ the superior 
mediastinal shadow which would be considered 
normal. 


In an article dealing with this subject in the 
new-born, DeBuys and Samuels* reported the 
x-ray findings in 52 new-born children, and at- 
tempted to correlate thymie shadows with heart 
types. They found no constant relation between 
the size and shape of the heart and the size and 
shape of the thymus, nor was the thymus neces- 
sarily influenced by the position of the heart. 


* A paper read at the Sixtieth Annual Meeting of 
the Canadian Medical Association, Section of Radiology 
and Physiotherapy, June 20, 1929. 


THE CLASSIFICATION OF THYMUS SHADOWS 

In reporting the x-ray findings in 119 new- 
born infants Lisst found that 50 cases, or 42 
per cent, showed a superior mediastinal shadow 
more than 3 em. wide, which was considered 
enlarged. He was apparently the first to classify 
the different types of thymic enlargement, and 
I give his classification as follows: 

1. Absent shadow. 

. Small thymus shadow, less than 3 em. 


bo 


. Large thymus shadow, over 3 em. 
a. Columnar. 
b. Bulbous. 
ce. Pedicle. 

This classification is still in common use, 
groups 1 and 2 representing the normal thymus, 
and group 3 the enlarged thymus. In our series 
of cases it has seemed to us that 3 em. is a rather 
small figure to accept as the maximum normal 
measurement, and we feel that 3.5 em. is prob- 
ably a fairer standard. 

The columnar type of enlargement is char- 
acterized by more or less perpendicular borders, 
and appears as a large column sitting on top of 
the heart. The bulbous type presents a cres- 
eentic lower border which is quite easily recog- 
nized, while the pedicle type appears small at 
the top of the thorax and widens out from above 
downward, the lobes spreading out over the 
aorta and heart. 


SYMPTOMATOLOGY 

The symptoms of enlarged or hyperfunction- 
ing thymus are practically all respiratory in 
type. They may be constant or intermittent, 
more usually the latter, and vary in intensity 
from mild and transitory to severe and alarm- 
ing. Holding the breath is probably the com- 
monest symptom and is frequently associated 
with cyanosis. Dyspneea is rare, while inspira- 


tory stridor is occasionally seen. An attack of 
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cyanosis and breath-holding is not infrequently 
followed by pallor and apparent exhaustion. 
Frequently a baby shows symptoms only during 
feeding, when the combined effort of breathing 
and swallowing appears to precipitate an attack. 


The incidence of symptoms is most common 
in the first few days after birth, becoming less 
common among older infants. This decrease in 
the incidence of symptoms is possibly due to 
two factors; first, a natural tendency of the 
thymus to decrease in size, and the tendency 
of nature to establish normal funetion, and, 
secondly, the possibility of increasing rigidity 
of the tracheal cartilages preventing collapse 
of the trachea. 


This leads up to the consideration of the 
causes of this peculiar syndrome. Two theories 
have been advanced to explain the symptoms 
of enlarged thymus. 


1. Pressure, thymic tracheo-stenosis. — This 
theory was more or less accepted for a number 
of years, and is supported by the anatomical 
position of the thymus in relation to the trachea 
and by the fact that the thymus is a cervico- 
thoracic organ in 82 per cent of new-born 
children (Noback®). Thus any enlargement of 
the thymus may cause pressure at the entrance 
of the thorax. 


2. Toxemia from hypersecretion.—This theory 
appears to be supported*by the fact that the 
severity of symptoms does not always correspond 
to the degree of thymic enlargement as seen on 
x-ray films. Many cases with very large thymus, 
showing mild or no symptoms, and, conversely, 
a few eases exhibiting very marked symp- 
toms show little or no thymic enlargement. 
Some observers attribute this last group of 
eases to an antero-posterior enlargement of the 
gland rather than to lateral expansion, but we 
have never been able to satisfactorily visualize 
the thymus in lateral films. It would also seem 
likely that any pressure sufficient to cause 
even a partial collapse of the trachea should 
cause the gland to expand laterally and so be- 
come visible on the antero-posterior film. 

Morgan, Rolph, and Brown,° in reporting 54 
cases, call attention to syncope as a symptom of 
enlarged thymus. Nine cases were of this type, 
and they suggest the possibility of pressure on 
the vagus nerves as the etiology. 
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RELATION TO CONGENITAL MALFORMATIONS 


The coincidence of enlarged thymus with 
congenital malformations is the subject of a 
paper by Greenthall,’ who found in a series of 
90 eases of enlarged thymus, 44 cases, or 49 per 
cent, were suffering from congenital malforma- 
tions or defects, especially common being hare- 
lip and elub-foot. This finding has not been 
borne out by other observers, nor did we find 


any cases of hare-lip or other congenital de- 


fects in any of the cases we are now reporting. 


ANALYSIS OF MATERIAL PRESENTED 


In this paper it is our object to report the 
results of x-ray examinations in 95 consecutive 
new-born infants, with the object of determin- 
ing the incidence rate of this condition. 

The technique of making the films was as 
follows. Sixty K.V. 25 M.A. 40” T.S. distance, 
1/10 second exposure, centring at the level of 
the third intercostal space anteriorly. A long 
target skin distance was used to overcome dis- 
tortion as much as possible, a short exposure 
to overcome respiratory movement, and we 





Fic. 1—Normal chest; superior mediastinal 
shadow less than 3.5 em. 


centred at the level of the third intercostal 
space anteriorly, because this was found to be 
the widest point of the superior mediastinum 
in practically all cases. The most difficult 
point was to decide what we would consider 
the widest normal measurement of the superior 
mediastinal shadow, and we have concluded 
that any measurement over 3.5 em. probably 
represents an enlarged thymus in a new-born 
child. Of our 95 cases, 44 were male, 39 female, 
and in 12 the sex was not noted. Thirty-three 
eases, or 35 per cent, showed measurements of 
more than 3.5 em. for the superior mediastinal 
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shadow, and are accordingly classified as en- 
larged thymus. Sixty-two cases, or 65 per 
cent, measured less than 3.5 em. and are 
classified as normal. 

We also measured the total transverse 
diameter of the thorax at the same level to see 
if we could!establish any constant relationship 
between the transverse diameter of the thymus 
and, the size of the chest. A wide variation in 
measurements was obtained, both as regards 
the width of the superior mediastinum and the 
total transverse diameter of the chest at the 
level of the third interspace anteriorly. The 
comparison of the chest measurement with the 
thymus shadow brought out the observation 
that in practically all cases assumed to be 
normal the thymus measurement was less than 


THE DIFFERENTIAL DIAGNOSIS 

The most important conditions which must be 
differentiated in new-born children are: 

1. Congenital malformations of the heart, or 
aberrant vessels —lIn a certain number of cases 
congenital heart defects can be recognized by 
x-ray, while the clinical diagnosis will rarely 
be in doubt. 

2. Cerebral hemorrhage, will usually be diag- 
nosed clinically. 

3. Atelectasis. 





If a large amount of lung 
tissue is involved the diagnosis will be fairly 
easy, aS in one of our recent cases, which 
showed both lungs very poorly aerated and the 
bronchial trunks showed as negative shadows. 
In older children tuberculous mediastinal 
glands may be confused, but these do not oeceur 





Fic. 2.—Enlarged thymus: 
columnar type; enlargement 
more marked on the right 
side. seen above the heart shadow. 


half the transverse diameter of the chest at the 
same level, and in practically all cases in which 
we considered the thymus enlarged its measure. 
ment was more than half the transverse dia- 
meter of the chest when measured at the level 
of the third interspace anteriorly. It would 
appear that this relationship would be of some 
help in making the diagnosis of enlarged 
thymus in border-line cases. 


Ninety-five Cases Examined 


33 cases, or 35 per cent, enlarged thymus (more 
than 3.5 em.) 


62 cases, or 65 per cent, normal (3.5 em. or less). 


The three types of thymic enlargement de- 
seribed by Liss, namely, columnar, bulbous, and 
pedicled, were observed, and examples of these 
types are shown in Figs. 2, 3 and 4 respectively. 


Fic. 3.—Enlarged thymus: 
bulbous type; the lower 
limit of the thymus can be 





Fig. 4.—Enlarged thymus: 
pedicle type; the thymic 
shadow is narrow above and 
spreads out over the heart. 


before six months, and are very rare before 
eight to nine months.’ 

If there is any doubt as to the diagnosis we 
feel that x-ray treatment should be given in any 
ease. It will do no harm to eases of congenital 
heart disease, .atelectasis, or cerebral hemor- 
rhage, and if the case is one of enlarged thymus 
it will be of great benefit. Tuberculous adenitis 
will also be very favourably affected by x-ray 
therapy. 

In a recent article Thursfield® quotes a case 
of pneumococeus infection involving the hilum 
glands and so suggests this as a possible cause 
of symptoms in some of these cases, rather than 


an enlarged thymus. This theory cannot of 
course hold true for new-born children, at 


which time enlarged thymus is most common. 


































TREATMENT 


These cases were formerly treated by thymee- 
tomy, but, since Friedlander’® reported a case 
in 1907 which was treated successfully by 
x-ray, radiation therapy has gradually come 
into common use in this condition. The treat- 
ment is harmless when properly given. I have 
failed to find any recorded case where properly 
administered x-ray or radium treatment of the 
thymus has done the child any harm. It pro 
duces almost immediate relief from symptoms, 
and causes a rapid and usually permanent 
shrinking in the gland. 

Whether x-ray or radium be used is a maiter 
of choice. We have used x-ray in practically 
all cases with no bad effects in any ease, and 
very rarely have had to give more than one 
series of treatment. Our technique has been 
90 K.V. 10” T.S. distanee, 5 M.A. 


5 min., using 3 mm. of aluminum filtration— 


as follows: 


THE CANADIAN MEpDICAL ASSOCIATION JOURNAL 


following one or even two series of treatments. 
These cases are however, quite infrequent, and 
are not accompanied by persistence of thymic 
symptoms. The symptoms clear up rapidly 
under treatment, and so far we have not had 
to repeat a series of treatment because of per- 
sisting symptoms. The cases in which we have 
given more than one series of treatment are 
those which at first presented an enlarged 
superior mediastinal shadow and symptoms re- 
ferable to the thymus, which symptoms dis- 
appeared with one course of treatment, but the 
superior mediastinal shadow remained large. 


CONCLUSIONS 


1. In a series of 95 apparently normal new- 
born infants, 33 eases, or 35 per cent, had en- 
larged thymus shadows on x-ray films, assuming 
that 3.5 em. is the maximum normal measure- 


ment for the superior mediastinal shadow. 





Fic. 5.—Extreme enlarge- 


ment of the thymus: 

columnar type. This patient 

had no symptoms of an 

enlarged thymus. 
approximately 1/2 erythema. This is adc- 
ministered at weekly intervals for four times. 
exposing the front of the chest one week, the 
back the next. All cases are brought back for 
a check-up film one month after the last treat- 
ment. 

In practically all cases, symptoms disappear 
during the week following the first treatment ; 
often no symptoms are noted from the time the 
first treatment is completed. The check-up 
film, made one month after the last treatment, 
practically always shows a normal thymus 
shadow. Very rarely is a second series of 
treatments necessary. Occasionally, we have 
seen a wide superior mediastinal shadow persist 





Fic. 6.—Enlarged thymus 
with symptoms; attacks of 
dyspnea and cyanosis. 


Fic. 7.—The same patient 
as Fig. 6, after x-ray treat- 
ment; normal chest radio- 
graph; the child had no 
symptoms. 


2. A superior mediastinal shadow which is 
more than half the diameter of the thorax at 
the level of the third interspace is probably an 
enlarged thymus. 

3. Chest films should be made routinely on 
new-born children to determine a possible en- 
larged thymus and those cases showing en- 
largement should receive radiation treatment. 

4. All ehildren showing thymie symptoms 
should receive the benefit of treatment, even 
though no enlargement of the thymus shadow 
is seen in the x-ray films. 


5. X-ray treatment practically always pro- 
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duces a marked diminution in the thymus 
shadow, where this is enlarged, and causes 
prompt disappearance of thymie symptoms, 
even when these are severe. 


REFERENCES 
1. DeBuys, L. R., SAMUELS, E. C., AND BowlE, J. Am. 
M. Ass. 85: 1551, Nov. 14, 1925. 
2. BLACKFAN, K. D., AND LITTLE, K., dm. J. Dis. of 
Child. 22: 459, 1921. 
3. DeBuys, L. B., AND SAMUELS, E. C., dm. J. Dis. of 
Child. 24; 397, 1922. 


OBSTETRICAL EMERGENCIES 












4. Liss, I. E., Am. J. Dis. of Child. 24; 192, 1922. 

NoBAcK, G. J., Am. J. Dis. of Child. 22: 120, 1921. 

6. MorGan, A. E., Roupy, A. H., AND Brown, A., J. 
Am. M. Ass. 88: 703, Mareh 5, 1927. 

7. GREENTHALL, R. M., dm. J. Dis. of Child. 24: 433, 
1922. 

8. GHON, A., (Quoted by Grier, G. W.), Atlantic M. J. 
28: 502, May 1925. 

9, THURSFIELD, H., Canad. M. Ass. J. 20: 239, March 
1929. 


10. FRIEDLANDER, A., Arch. of Pediat. 24: 490, July 
1907. 


or 


OBSTETRICAL EMERGENCIES IN GENERAL PRACTICE* 


By M. E. Gorman, M.B., 


Lindsay, Ont. 


FoR the purpose of this paper, obstetrical 

emergencies may be conveniently divided into 
two classes: (1) those due to hemorrhage; (2) 
those due to other causes (toxemia, dystocia, 
eardiae failure, ete.) I propose to deal very 
briefly with some of the commoner types of the 
first group. 

Hemorrhage arising in obstetrics is essentially 
the same as that occurring in any other surgical 
condition, and should be dealt with on the same 
general surgical principles: arrest bleeding; 
treat shock, or collapse; replace the lost blood 
with suitable fluids, preferably whole blood. 

Hemorrhage in obstetries occurs chiefly dur- 
ing the first three and the last three months of 
pregnancy, and presents problems peculiar to 
the period in which it occurs. I shall take these 
problems in the order of their occurrence, and 
review some of the more important points in 
their diagnosis and treatment. 

Abortion is the commonest cause of bleeding 
during the first three months of pregnancy. 
While it is often troublesome, it is not usually 
serious enough to be called an emergency. When 
it is, however, the uterus must be emptied, and 
there is a choice of two methods. (1) Pack the 
vagina, and give pituitrin (1 ¢.c. two or three 
times a day). Sooner or later the ovum will be 
expelled into the vagina and will come away 
with the packing, when it is removed. (2) Or 
dilate the cervix and curette the uterus. 

Packing and pituitrin usually are sufficient, 


* Read at the annual meeting of the Ontario Medi- 
cal Association, Hamilton, May, 1929. 


and with less danger of sepsis, but the treat- 
ment is sometimes rather prolonged, requiring 
frequent packings and causing a good deal of 
discomfort to the patient. Personally, I prefer 
to curette at once. Use a dull, flushing curette 
and go gently, and there will not be much 
trouble. 

Extra-uterine pregnancy is the other condi- 
tion most commonly met with during the first 
three months. It is more difficult to diagnose 
than abortion, and may be mistaken for it. The 
symptoms may be misleading, and the patient 
may not think that she is pregnant, but there is 
usually a history of a missed period, or one that 
was abnormal. In addition, there will be ir- 
regular bleeding and colicky pains, sometimes 
severe enough to make the women feel faint. She 
feels uneasy, and finally sends for the doctor 
beeause she has had another attack of pain and 
feels worse than usual. 

When there is a history like this, always © 
make a vaginal examination. Keep in mind 
that there are two things which must be 
established. (1) Is the woman pregnant? (2) 
If so, is the pregnancy uterine, or extra-uterine? 
A vaginal examination will help to make these 
points clear. In uterine pregnaney with abor- 
tion, the uterus is enlarged, but the fornices 
are clear, and, unless impacted, it is moveable. 
With extra-uterine pregnancy there is an 
elastic swelling either in the fornix or posterior 
to the uterus. This swelling is tender, an im- 
portant point, and the uterus may be felt 
pushed forward and upward, and separated 
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from it by a definite groove. When this is the 
ease the diagnosis is established. Sometimes 
the situation is not so clear, and it is not cer- 
tain whether there is a retroverted gravid 
uterus, or an ectopic gestation. Review the 
history again with care and make sure whether 
or not the pain was of a colicky nature. Then 
examine the woman under an anesthetic, and 
do it with the utmost gentleness, for fear of 
rupturing the tube and causing a fatal hemor- 
rhage. The position of the uterus can usually 
be made out when the abdominal wall is re- 
laxed. If there still is doubt, take the patient 
to hospital, prepare for operation, and then, as 
the lesser of two evils, pass a sound into the 
body of the uterus, and locate its position by 
that means. If the uterus is retroverted abor- 
tion will probably occur, but that is better than 
an operation that is not needed. 


Sometimes the patient is not seen until after 
the tube has ruptured, and she is in a condition 
of collapse. This collapse, taken in conjunc- 
tion with the history, makes the diagnosis easy, 
but presents another problem; whether to 
operate at once, or to wait until the patient 
recovers a little. There are advocates of both, 
and the decision will rest largely on circum- 
stances, but I think the safest plan is to 
operate as soon as possible. Take time to give 
the patient a blood transfusion, and, at this 
point, I would like to emphasize the impor- 
tance of transfusion. The technique is simple, 
and should be a good deal more widely known 
than it is. 
larger towns and cities, but the general prac- 
titioner is apt to regard it as very mysterious, 
requiring great technical skill, both in the micro- 
scopist and in the surgeon. As a matter of fact 
it requires neither. Blood grouping is easily 
done. Pathologists will sell the typing serum, 
with full instructions, and the actual trans- 
fusion is not difficult. Most of our younger 
colleagues are familiar with the technique, so 
get their assistance when the occasion arises, 
or, if the worst comes to the worst, send to the 
town or city for someone who can do it. Only, 
get it done, for it is a life-saving measure of 
the greatest value, and well worth the extra 
time, trouble, and expense. 


If the operation is delayed, keep the patient 
quiet with morphia, apply heat, and give her a 


It is a routine procedure in all the | 


blood transfusion; but do not stimulate other- 
wise, as this only increases the bleeding. 

I shall not go into the technique, of the opera- 
tion, except to say that the ovary should be 
saved if possible, and, do not forget to examine 
the other tube. Leave the appendix where it is. 

The second three months of pregnancy are, 
as a rule, free from incident, but the last tri- 
mester may be complicated by placenta previa 
in one of its forms, or by accidental hemor- 
rhage. 

Accidental hemorrhage is either concealed or 
revealed, depending upon whether or not blood 
appears at the vagina. Concealed accidental 
hemorrhage is diagnosed by pain, tenderness 
of the uterus, difficulty in feeling the fetal 
parts, and by recognizing the signs and symp- 
toms to be those of hemorrhage rather than of 
shoek, such as would occur with most other 
abdominal catastrophes, (perforated ulcer, 
acute obstruction, ete.). If recognized early, 
I would try Cesarean section. If late, give 
pituitrin, rupture the membranes and pack the 
vagina. 

Bleeding from the vagina during the last 
three months of pregnancy is either due to 
revealed accidental hemorrhage, or to placenta 
previa, and the diagnosis is fairly easy. Make 
a vaginal examination with all possible care to 
prevent sepsis. In placenta previa the fornices 
feel full, with a boggy sensation, and the pre- 
senting parts cannot be felt. With accidental 
hemorrhage, they feel normal. Pass a finger 
into the cervix and if the placenta is felt either 
marginally, or centrally, then the diagnosis is 
certain. If you have any trouble reaching the 
cervix, do not hesitate to give an anesthetic; it 
is often safer to examine the patient that way 
than without one. Get the patient into hospital 
without delay. That is the only place for a 
woman who bleeds after the seventh month. 

In accidental hemorrhage the bleeding is 
steady, and not so severe sometimes as the 
results would indicate. The treatment is to 
empty the uterus. If the woman is in labour 
the outlook is more favourable, especially if the 
labour is fairly well advanced, with the os 
dilated. If such is the case deliver her as 
rapidly as possible with forceps, remove the 
placenta manually, and be on guard against 
post-partum hemorrhage. If she is in labour, 
and the os is not dilated, and the loss of blood 
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has been severe pack the vagina. The Rotunda 
method is best. Use pledgets of cotton about 
the size of the thumb, and soak them in lysol 
solution (0.5 per cent), or boil them if there is 
time. Have the patient on her back, and use 
the left hand as a speculum, to retract the 
posterior vaginal wall. Push a pledget up into 
the posterior fornix with the fingers of the 
right hand, and be sure that it is in the 
posterior fornix and that the cervix has not 
been pushed backwards instead. Next put 
pledgets into both lateral fornices, and finally 
one into the anterior fornix. Fill the spaces in 
between these plugs with more pledgets, so that 
there is a ring around the cervix, then build 
the rest of the packing upon this ring. Pack 
tightly, or it would be better not to do it at all, 
as there is considerable shock from the process. 
Then put on a tight abdominal binder to keep 
the uterus down on the plug. This stops the 
bleeding, and gives time to decide on the next 
step. The best method is, probably, to empty 
the uterus by Cesarean section, but if this is 
refused or decided against, give pituitrin, and 
keep the patient packed until the os softens 
enough to dilate, and then deliver her as 
rapidly as possible. 

If the woman is not in labour, and is bleeding, 
the outlook is bad. Here, again, Cesarean sec- 
tion offers the best hope. I do not think that 
the shock is any greater than with a prolonged 
series of packings, and, furthermore, there is 
probably some toxemia, and the quicker the 
uterus is emptied the better. 

In placenta previa the bleeding is irregular 
and is not accompanied by pain. The first 
hemorrhage may or may not be severe, but there 
will be more of them, until one may be fatal. 
The first consideration is the condition of the 
patient. If she has not bled much, and is in the 
last six weeks of pregnancy, with a living child, 
then the treatment of choice is to do a Cesarean 
section. On the other hand, if there has been a 
severe hemorrhage, and the patient is shocked 
and exsanguinated, the first care is to arrest the 
hemorrhage, Rupture the membranes, and if 
the os is dilated enough, do a version and bring 
down a leg. If the os is not sufficiently dilated, 
pack the vagina as for accidental hemorrhage, 
not forgetting the abdominal binder. Then stim- 
ulate her, and, if possible, do a blood transfu- 
sion. If a leg has been brought down, deliver 
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as you would a breech. If not, treatment must 
be decided on. There are several methods to 
choose from. (1) Dilate the os with some 
form of bag; (2) perform version and bring 
down a leg; (3) do a Cesarean section; (4) 
leave the patient alone. 

There are so many points to be considered that 
I shall only make a few general observations. I 
would do Cesarean section under the following 
circumstances, if at all possible. (1) Where 
there is a living child; (2) where the placenta 
previa is of the central type; (3) where there 
is a rigid cervix; (4) where there is dispropor- 
tion between the head of the child and the 
pelvis; (5) where there are twins; (6) where 
there is cardiac disease, or toxemia. 

When the child is dead, and none of the con- 
ditions just mentioned are present, keep the 
patient packed until the os dilates sufficiently, 
and then do a version, and pull down a leg. Do 
not make any attempt to dilate the os with the 
fingers, as there is great danger of tearing the 
lower uterine segment, with the result of a fatal 
hemorrhage. Other dangers are sepsis, and 
post-partum hemorrhage. Use all possible care 
to avoid sepsis, and be on the look-out for he- 
morrhage. 

From my foregoing remarks it may be thought 
that I regard Cesarean section as a general cure 
for all obstetrical difficulties; but when every- 
thing is considered—the dangers of delay, the 
difficulties of other forms of treatment, shock, 
and the risks of sepsis and further hemorrhage, 
it will be understood why I think that a clean- 
cut section is often a satisfactory way out of a 
bad situation. It is not a difficult operation, and 
there is no need for the hurry that is so often 
exhibited. Take time, and sew the uterus up 
carefully, getting the walls in good apposition 
with no blood-clots in between, and there need 


be no worry about it rupturing at the next 
labour. 


Post-partum hemorrhage is the most danger- 
ous and the most urgent of the obstetrical emer- 
gencies, and may be divided into two types. (1) 
That in which bleeding comes from the placental 
site; (2) that in which it comes from injury to 
the birth canal. 

If the uterus is hard and contracted, then it 
is not bleeding. Examine the perineum, and see 
if there are any small arteries spurting. If not, 
then push a large sponge up the vagina. It will 
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dam back the blood for a moment, and permit 
any lacerations to be seen. If the source is still 
not visible give the patient a hot douche. That 
usually stops it, but if not, elevate her hips, put 
in a retractor, and have a look at the cervix. 
The treatment is to stitch the tears wherever 
they are bleeding. 


The commonest source of post-partum hemor- 
rhage is the placental site, and the commonest 
cause is retained bits of placenta or membranes. 
Other causes are a full bladder, tumours, tox- 
zemias, ete. 


I like to start treating post-partum hemor- 
rhage before it has begun. Preventive treat- 
ment, of course, should start early in preg- 
nancy, and continue all through it, but during 
the first and second stages of labour the possi- 
bility of haemorrhage should be kept in mind. 
If the patient becomes tired, give her morphia 
and let her have a rest. If the labour is pro- 
gressing favourably, but the pains begin to get 
weak during the second stage, give 5 minims of 
pituitrin, and repeat if necessary. It is sur- 
prising how much better the pains become with- 
out any danger of being too severe. Watch 
carefully and make sure that the bladder is not 
filling up, and do not hesitate to pass a catheter 
between pains. If the pains become weak again, 
with the head showing, give more pituitrin and 
deliver with low forceps, rather than let the 
woman labour away indefinitely. After cutting 
the cord, do not clamp the placental end. By 
leaving it free it allows the blood to drain out 
of the placenta which becomes smaller and gives 
the uterus a better chance to contract. I got 
this ‘‘tip’’ from the British Medical Journal, 
and since following it I have never had a real 
post-partum hemorrhage. | 


The first confinement I attended in practice 
had about as bad a hemorrhage as ever I saw. 
The patient was in hospital, but the confinement 
had gone off so smoothly that there was nothing 
ready to deal with the hemorrhage. Since then 
I have never attended a confinement without 
these articles in my bag: a 2-quart rubber 
douche-bag with tube; an intra-uterine douche 
nozzle to attach to the tube; a pair of infusion 
needles with short tubes attached to a Y, so that 
they can be connected to the tube of the douche 
bag. These things are cheap and do not take 
up much room. If this equipment is carried it 


ean be sterilized before hand and kept ready, or, 
if necessary, it can be boiled at the time, along 
with other material. Have the douche nozzle at- 
tached to the tube, and lay them out where they 
will be convenient. the hypodermic 
syringe with 1 ¢.c. pituitrin. Have a kettle of 
water boiled and kept hot. 


Load 


Now, suppose we get a hemorrhage. If it starts 
before the placenta is delivered, massage the 
uterus and deliver it. If it does not come away 
at once, pass the hand into the uterus and re- 
move it. Keep squeezing the uterus with the 
hand on the abdomen. Sometimes it cannot be 
felt, and the bleeding continues. Put the hand 
back into the uterus again, and squeeze it be- 
tween that hand and the one on the abdominal 
wall. There will usually be a contraction, and 
the bleeding will slacken or stop. In the mean- 
time have the kettle of hot water ready, and 
have the douche-bag filled. If the water is too 
hot, add a little cold. Remove the hand from 
the uterus, introduce the nozzle, and start the 
douche. It will almost certainly stop the 
bleeding if the uterus is free from placenta and 
membranes. If the patient still bleeds, put the 
hand back into the uterus, and if there is any- 
thing left remove it. Douche again. 

Meanwhile the assistant will have given the 
hypodermic injection of pituitrin. Give 1 ce. 
of ergot as well. The pituitrin will start to 
take effect in a minute or so, the uterus will 
begin to contract, and the hemorrhage is 
probably over. Pass a catheter, if there is the 
least doubt of the bladder being empty, but 
keep a firm grip on the uterus or have an 
assistant do so, keeping it antiflexed against 
the pubes as much as possible. The next thing 
is to treat the shock. Fill the douche bag with 
about two quarts of hot sterile water, and add 
4 teaspoonfuls of table salt. Remove the 
uterine douche nozzle and attach the infusion 
needles to the tube. Insert a needle beneath 


each breast, and let the patient have a quart or 
so of saline. Raise the foot of the bed, and get 


heat about her. Bandage the limbs if neces- 
sary, and give cardiac stimulants by hypo- 
dermice. 

Most cases do not start so abruptly or so 
severely as this. There is a trickle of blood 
that one expects to stop every minute, but 


which keeps on. Do not let it go too long. 
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Give the woman pituitrin and start the douche 
going, and it will probably stop without much 
trouble. If douching and massage, with 
pituitrin and ergot, do not stop the hemor- 
rhage, then the uterus will have to be packed. 
Wide strips of iodoform gauze are best to use, 
but take whatever is at hand, bandages, strips 
of linen, ete. Boil these, or soak them in 
0.5 per cent lysol solution. Do not pack the 
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uterus too firmly, as it does not require much 
in it to make it contract. Pack the vagina as 
well. Remove the packing in twenty-four 
hours. 

Always give the patient the saline if her pulse 
is more than 120, even though she appears to 
be all right; and do not leave her until it is 
certain that all bleeding has stopped and that 
her condition is satisfactory. 


SPLEEN THERAPY IN TUBERCULOSIS* 


By G. F. Watson, M.B., 


Kitchener, Ont. 


NTIL the last few years the spleen has been 
shrouded in mystery. Toward the end of 
the last century, du Bois-Raymond, in his lee- 
tures on physiology, summed up the situation 
by saying, ‘‘Now, we come to the spleen. Of 
it we know nothing. So much for the spleen.”’ 
Until a year ago, my knowledge of the spleen 
amounted to just that much, and would have 
remained so had it not been for a case of 
lymphatic leukemia whose history I shall 
briefly give. 


A Syrian, aged 65, not well since May, 1926; ad- 
mitted to St. Mary’s Hospital, Kitchener, on October 
23, 1927, with headache, profuse perspiration, fever, 
and chills. The white blood cell count was 163,000, 
and Hb. 40 per cent. The differential count showed 
94 per cent of lymphocytes. The diagnosis was 
lymphatic leukemia. The patient was discharged Novem- 
ber 6, 1927, and readmitted on April 12, 1928, with symp- 
toms similar to those at the previous admission, and 
with pain over the lower part of the right side of 
the chest posteriorly. On April 12th a rib resection 
was done; two inches of the 9th rib posteriorly on the 
right side were removed, and the diaphragm sutured 
to the visceral pleura and packed with gauze. On 
April 14th a very large abscess of the liver was drained 
through the opening. He was discharged on May 8th. 
He was comparatively well until November, when he 
became weaker, more anemic, and the _ internal 
saphenous vein of the left leg became engorged. He 
did not respond to -benzol or x-ray treatment. The 
spleen seemed to gradually fill the left side of the 
abdomen, and the lower pole extended two inches t 
the right of the midline. When it reached its maximum 
enlargement the glands in the right inguinal region 
began to enlarge rapidly, one being the size of a 
hen’s egg. Later, those in the right axilla enlarged. 
I then decided to give spleen in some form to see if 
the glandular enlargement would cease. I tried 
calves’ spleen, boiled and fried, both forms of which 
he was unwilling to eat. I then injected 3 ce. of 
spleen broth. He had a severe protein reaction. 1| 


* Read before the Laennec Society, Toronto, Nov. 
18, 1929, 


then made a raw extract with the idea of retaining a 
hormone if present. On December 16, 1928, I gave 
2 ec. of the extract. His weight at that time was 
118% lbs.; the white blood cell count was 64,000, and 
the red blood cell count 2,000,000. Daily injections 
were given. After the fourth there was a marked 
improvement. His feet were warmer and he felt 
strong enough to leave his bed. 

On taking blood for a white blood cell count I 
noticed that his blood was quite red. His red blood 
count had changed from 2,000,000 to 4,500,000 in one 
month’s time, and his Hb. from 40 to 90 per cent. 
His spleen gradually became smaller, then remained 
stationary, extending slightly to the right of the mid- 
line and about two inches in the groin. The large 
gland in the right groin gradually became soft and 
when it appeared about to break down I made a small 
stab incision and expressed three to four drachms of 
a seropurulent fluid which was negative on culture. I 
gave 2 c.c. of the extract that day, and there was no 
more discharge, and from then on no glands have been 
visible. A few days later the man complained of a 
pain over the precordial region and the following day 
expectorated large amounts of a fluid similar to that 
from the gland in the groin. A mediastinal gland had 
apparently ruptured into a bronchus. I looked up his 
x-ray report of April 13, 1928, and found the report of 
the left lung that the root shadow was nodular and 
the remainder within normal limits. He was given 
1 c.c. doses of the extract at intervals for nine months. 
His weight increased from 118% to 125% pounds. 
Several blood counts were done during the past year. 
While on spleen therapy the white blood cells remained 
about 80,000; hemoglobin 90 to 95 per cent; red blood 
cells 4,500,000 to 5,000,000. After intervals of three to 
six weeks without the extract, the white blood cells fell 
back to 60,000; red blood cells to 2,500,000 to 3,000,000, 
and Hg., 45 to 50 per cent. From July 15th until 
September 16th he had but four injections and was 
able to maintain a red blood count of 3,500,000. 


In May I decided to try the spleen extract in 
malignant conditions and in tuberculosis. The 
results in the former were not encouraging but 
in the latter decidedly so. But, before report- 
ing the progress in treatment of these cases I 
wish to summarize briefly my reading, during 
the past few months, on the physiology of the 
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spleen. Barcroft and Stephens! reported that 
the organ changes in shape during exercise, 
contracting to one-half or one-third its normal 
size. They believe the amount of blood 
Squeezed out is equal to about one-fifth of the 
blood circulating through the body. A similar 
shrinkage has been observed after hemorrhage, 
perhaps caused by the release of stored erythro- 
cytes. Beer* states the following: ‘‘The endo- 
thelial cells of the reticulo-endothelial system 
have an intimate relationship to the metabolism 
of lipoids. The spleen seems to take care of 
used up red blood cells and destroy them and 
also the blood platelets. White blood cells are 
also taken up in the spleen and broken down 
and liberate ferments into the circulation. In 
the spleen, just as in the lymph glands, 
lymphocytes are apparently produced. In view 
of the fact that non-operated rats injected with 
pest cultures (Harris and Bullock) showed a 
mortality of 22 per cent, whereas of those that 
were splenectomized 875 died, makes it appear 
that in some way the spleen aids immunity 
against infection. It seems proven that bac- 


terial toxins are taken up by the spleen and 


fixed there.’’ 


According to Otto Fliegel® ‘‘Present know- 
ledge of the physiology of the spleen may be 
summed up in Lubarseh’s dictum, that the spleen 
is to be regarded as ‘ a regional lymphatic gland 
of the blood’, in the sense that it absorbs 
the corpuscular components or easily pre- 
cipitated materials present in the blood, 
modifying them and in certain circumstances 
storing them, and that it plays an important 
part in the chemical changes that iron and fat 
undergo. 
performs on important role in the struggle 
against infectious diseases and is extra- 
ordinarily rich in bacteria-destroying protec- 
tive matter. The spleen plays a very active 
part in the entire metabolic process and is 
closely related with blood glands, especially 
the thymus, the conspicuous influence of which 
on bone development and regeneration has al- 
ready been universally accepted. The spleen 
immediately takes over the function of the 
thymus, directly the latter enters the stage of 
retrograde metamorphosis. A deficiency of the 
spleen leads to disturbances in the ossification 
process.’’ 


It has been proved that the spleen . 
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The first case I wish to report is one of in- 
testinal tuberculosis. 


CASE 1 

H. G. R., male, aged 46; occupation, bookbinder. 

Complaints; frequent headache and nausea, loss of 
weight and appetite, and marked fatigue. He often 
had abdominal pain in right iliac region and profuse 
white, blood stained discharge from the bowel, during 
the past two years, more so since February, 1929, and 
more pronounced in the morning. He had had a cough 
with expectoration for three years, and at times pro- 
fuse perspiration and chills, and stated that he feels 
the cold. 

Past history—He has not been well since 1915: 
operation (laparotomy, 1915); dense adhesions found 
and a ventral hernia followed. He had had several 
operations since then, adhesions were broken down, 
and his ventral hernia repaired. His last operation 
was in August, 1927, in the Toronto General Hospital, 
by Dr. Wookey, who assured me that this man had 
intestinal tuberculosis. 


Examination.—Chest findings: expansion fair but © 
equal; there appears to be diminished resonance above 
the second rib and over the left apex posteriorly. 
The breath sounds were not changed to a marked ex- 
tent. There were scattered low pitched rhonchi in 
the chest, some rales below the fourth rib on the right 
side, and fewer over the right base posteriorly; also 
a few marginal rales at the left base anteriorly. 

On May 23, 1929, I started this patient on. splenic 
extract, giving hypodermically 1 ¢.c. of the raw extract 
in distilled water. May 25th 2 ¢.c. were given. His 
weight was 138 lbs.; red blood cells 2,750,000, Hb. 
50 per cent. Daily injections were given of 1 c.c. 
June ist he showed considerable improvement, was 
stronger, his appetite better, and the discharge, while 
still present, was diminished in quantity. Three in- 
jections of 1 c.c. were given each week until June 
15th. His weight increased to 143% lbs. and the dis- 
charge ceased. Four times I purposely stopped his 
extract for intervals from seven to ten days. Each 
time the discharge reappeared and he did not feel as 
well. After the second or third injection it would 
disappear and never returned while on the extract. 
In September his weight had increased from 138 to 
145% pounds; red blood cells 4,500,000, and Hb. 95 
per cent. He is at present receiving injections of 1 c.c. 
three times a week. He feels well, has no abdominal 
pain, is cheerful and does not feel the cold this winter. 


CASE 2 

L. E. F., female, aged 15. 

Complaints; cough following whooping-cough at 2 
years of age, loss of appetite, lassitude, and shortness 
of breath on exertion for 3 years. Expectoration 
at times during the past three years, and during the 
past six months about three drachms daily. On Sep- 
tember 15th she was given 1 c.c. doses of the extract, 
four times a week for seven weeks. She gained 5% 
pounds, was stronger, her appetite improved and her 
cough was considerably less. Sputum was practically 
nil. After five weeks without the extract paroxysms 
of coughing between three and four a.m. returned, 
however, not so severe as formerly. Her appetite is 
not so good and her sputum is about one drachm 
daily. X-ray of her chest shows marked tracheo- 
bronchial thickening with bronchiectasis, 


CASE 3 
Mrs. C. W., aged 29, with a tuberculous abscess 
below the right sternoclavicular articulation since the 
early part of August, 1929. The abscess discharged 
from the surface in October, leaving a tuberculous 
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uleer. Beginning on November 11th, she was given 
injections of 1 ¢.c. three times a week for two weeks. 
She gained 2% pounds and felt better. After the 
fourth injection the ulcer showed healthy granular 
tissue replacing the greyish, white surface, and healed 
after the sixth injection. 

Six patients whom I consider early tubercu- 
lous eases have shown a definite increase in 
weight and appetite, red blood cells and hemo- 
globin. The grey pallor of the face changed to 
a healthier tone and they feel much better. One 
man of this group, who was unable to carry on 
with his work, and for whom arrangements had 
been made to spend the winter resting, has been 
able to continue his work and has gained in 
weight and says he feels fine. 

I am also treating two cases of Hodgkin’s dis- 
ease, one referred by Dr. H. P. Hamilton, and 
the other by Dr. F. S. Leavine. The latter case 
has weekly treatments with x-ray and the 
former, no x-ray treatment. In both the glands 
became smaller and much softer. There has 
been an increase in the red blood cells and hemo- 
globin. I feel sure that it is of benefit in treat- 
ing these cases in conjunction with the x-ray and 
especially in the case of the advanced hardened 
gland, which is resistant. 

In reviewing the literature I find that Bayle 
used splenic therapy in the treatment of tuber- 
culosis in 1903, his first publication appearing 
in 1907. He used an extract of pig’s spleen, 
prepared in ampoules of 5 ¢.c. for hypodermic 
use, and a syrup of the same extract for oral 
use, containing 25 grams of the spleen to the 
tablespoon, giving an adult four tablespoonfuls 
daily at meals for 21 consecutive days, resting 
a week or two, and then commencing a new 


SPLEEN 


THERAPY 


SPLEEN THERAPY IN TUBERCULOSIS 33 


series. Twenty-two cases were treated by M. 
Armand-Delille, including three cases with fatal 
prognosis, and after treatment, varying from 8 
months to 2 years, with the following results; 
disappearance of fever in all febrile cases, in- 
crease in weight. Koch’s bacilli disappeared in 
four cases; cough and expectoration ceased; 
auscultation became normal. Work was done by 
Danilewsky in 1895, and he found a surprising 
increase in the hemoglobin and red blood cells 
after a single subcutaneous or intraperoneal in- 
jection of extracts of spleen. The increase 
reached its height from three to seven days and 
continued as long as the experiment lasted, 
usually eight days. This influence of splenic 
extract was not destroyed by heating. (Dani- 
lewsky, B., vide, The Spleen, Chapter IV, page 
94. Pearce, Krumbhaar, Frazier.) 

At first I thought the beneficial effects in the 
treatment of tuberculosis were merely those re- 
sulting from an inerease in red blood cells but 
there is more than that—an increase in lympho- 
cytes, leucocytes, and endothelial cells, and the 
action of the extract on lipoids. I think the 
extract also may have a specific effect on the 
resistant lipoid envelope encasing the tubercle 
bacillus. 

Having only a limited number of cases my- 
self, I supplied Dr. W. D. Swan of Hamilton, 
with the extract and he is reporting some of his 
results in the present issue of the Journal. 
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IN TUBERCULOSIS 


By W. D. Swan, B.A., M.D., 


Hamilton, Ont. 


WORKING in conjunction with Dr. Watson 
: on spleen therapy I am carrying out the 
treatment on several cases of tuberculosis and 
will cite one of these eases to illustrate the 
specifie effect of this treatment in this disease 
I presented this case at a meeting of the 
Laennee Society at the Academy of Medicine 
in Toronto, Ontario, on November 26, 1929. 


The history and treatment are here briefly out- 
lined. 


Mr. J. B. was admitted to the Mountain Sana- 
torium, Hamilton, Ontario, June 12, 1918, as an active 
moderately advanced case of pulmonary tuberculosis 
with positive sputum. He was discharged on January 
1, 1920, and readmitted to the Mountain Sanatorium 
February 16, 1927, after having lost eleven pounds in 
six weeks. 

The findings on his second admission showed an 
increase in the moist sounds over the right upper lobe 
anteriorly and left upper lobe posteriorly. He was 
discharged February 20, 1928, as an apparently ar- 
rested case. 

He remained at home in bed part of the time for 
three months and then got up. He continued to feel 
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fairly well for five months. After this he began 
to feel rather miserable generally. He suffered from 
malaise, increased cough on exertion, and loss of 
weight. 

He first came under my attention in February, 
1929, at which time I found him in bed suffering from 
cough, with two drachms of expectoration in twenty- 
four hours, a temperature of 103,° and general weak- 
ness. Rales were heard above the third rib on both 
sides and above the sixth dorsal spine on the left side. 
With rest in bed his temperature came down (98.2° 
to 99.8°) but his malaise and physical findings did 
not improve until he was started on spleen extract 
May 15, 1929. 

For one month he was given injections of spleen 
extract every other day, and after that he has con- 
tinued on daily injections for most of the time. Im- 
mediately after starting on the extract his temperature 
became normal, he began to feel better, and, although 
against my advice, he insisted on getting up on June 
Ist. On July 10th, he started some work as an auto- 
mobile mechanic and has continued at the same up 
until the present. He states he has never felt so well 
since before 1918. He now runs no temperature, he 
has no cough or sputum, except when he has a cold, 
and no feeling of weakness unless he has had a fairly 
hard day’s work. He has gained fifteen pounds in 
weight. 


THE GROWING IMPORTANCE 


Physical examination at present shows his chest 
expansion to be fair and equal. Resonance is im- 
paired above the third rib and fourth dorsal spine on 
the right side, and above the second rib and third 
dorsal spine on the left side. The breath sounds are 
broncho-vesicular over most of the areas of impaired 
resonance, more marked on the right side. The breath 
sounds are less intense at the left apex than at the right. 
There is only an occasional rala above the second rib on 


the right side, a few above the third rib left side, but 
none are heard posteriorly on either side. This shows 
marked improvement over the findings before the patient 
was given spleen extract. At times when I have been 
without a supply for several days this man has not 
felt so well and for that reason has been very anxious 
to continue the treatment. 


From the observations and results I have 
obtained in the treatment of tuberculosis with 
spleen extract I would conclude it has a specific 
effect on this disease, and, with further re- 
search, Dr. Watson and I expect to have even 
more outstanding results. 


OF THE DISEASES OF MIDDLE LIFE* 


By Oskar Kuorz, M.D., C.M., 


Professor of Pathology, University of Toronto, 


Toronto 


|? is somewhat startling to observe the high 
mortality which occurs in the period of middle 


life. Year after year we face the records of the 
statistician and note that no improvement in the 
losses from diseases maturing in middle life is 
taking place. In truth, we are forced to admit 
that the figures in many instances are less satis- 
factory than in the past. In the extremes of 
life, and particularly in the early years of child- 
hood and youth, we point with: glowing pride 
to the success of the efforts of study and re- 
search which have removed from the midst of 
modern civilization the scourges of epidemic 
infection. Mainly by the institution of pro- 
phylaxis, but also to not a little extent by the 
use of specific treatment, have the diseases of 
childhood been shorn of their terrors, and the 
results have been notably recorded in our vital 
statistics by extending the expectancy of life 
from 40 to 52 years in the male, and from 42 
to 55 years in the female. This is a worthy 


* Paper read before the Ontario Medical Association 
at its meeting in Hamilton in May, 1929. 


achievement which has been accomplished in 
the last half century, and it is possible that a 
few more years may be added to this, with the 
further control of the diseases of childhood and 
adolescence, and the prevention of premature 
deaths. But there is a limit to the improve- 
ment in the health situation which we may ac- 
complish by concentrating our efforts upon the 
conditions in the early period of life. Much is 
yet to be learned of the diseases which exact a 
heavy toll in the summer and harvest time of 
man’s life. 

At the outset we are faced with some diffi- 
eulty in defining the period we speak of as 
‘‘middle life,’’ for who is there to say what 
shall constitute the normal span of life—three 
score years and ten, or a century or more? No 
one has yet given us an adequate reason why 
our existence cannot be uniformly prolonged, 
in health and well being, to the century mark. 
Man and the higher forms of animal life suffer 
a disadvantage in possessing a great variety of 
cells, interdependent for many of their fune- 
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tions, but to a certain degree independent in 
their individual life cycle. In turn each variety 
displays its senescence and may even disappear 
from the total organism. The years produce 
their change in the very architecture of the 
human structure, and so we glide through the 
periods of life, ever changing our mask before 
finally entering on the dance of death. The 
lowest forms in the animal world pass through 
very simple phases or cycles, which end in a 
reproduction of the whole and not in, death. 
The amcebe and the bacteria on the one hand, 
representing the lowest forms of the animal 
and vegetable world, continue to undergo an 
internal re-arrangement of their protein mole- 
cules until reproduction by fission and karyo- 
kinesis takes place, and two new forms like 
unto tha first make their appearance. For them 
there is no death, save by accident; they are 
immortal. On the other hand, the body of man 
is mortal, and only by the stretch of a very 
elastic imagination may we endow the germ 
cells of both male and female with an equal 
immortality. Otherwise, the human body has 
but one ending, and that is determined to a 
great degree by environmental circumstances. 

There are many things which influence the 
life of man. Some are of the nature of physical 
agents acting briefly or over a prolonged period 
of time; others are chemical substances. which 
commonly have their effect through the diges- 
tive or through the respiratory routes; but 
most common of all are the parasitic agents, 
which bring about their effect by means of 
toxins, the nature of which is quite unknown 
to us, as is also the manner in which these 
toxins act upon our body cells. These agents 
and many others are determinative in their 
action, in which cause and effect are patent, 
whether or not we as yet appreciate their 
manner of action. On the other hand, there is 
also a harmful effect arising through the 
absence of necessary elements in our intake. 
It is obvious that severe harmful effects will 
rapidly arise through the lack of adequate 
quantities of water, food or oxygen, but it is 
less obvious how the want of those mysterious 
and undetermined substances spoken of as 
‘‘vitamins’’ act upon our tissue cells. Great 
importance is linked with the proper supply of 
vitamins, and a deficiency of any one or more 
of them is followed by most varied harmful 


effects upon function and structure. And still 
another mightily mysterious group of sub- 
stances is found in the endocrine secretions, 
which are manufactured by different struc- 
tures within us, and which have a remarkably 
powerful influence upon the healthy co- 
ordination of our intricate mechanism. On re- 
viewing all of the opposing forces acting upon 
the normal state of our body, we are forced to 
wonder how the body and its component tissues 
and cells can adapt themselves to so changing 
an environment. To a great number of agents 
and harmful factors the body can adjust itself 
and ward off the evil effects without leaving a 
permanent mark of damage. There is, however, 
a limit to these capabilities, beyond which 
damage of an irreparable kind is done. As 
these many forces and ‘harmful influences act 
from the time of birth through all the days of 
our life, we accumulate with the years in- 
numerable marks, the scars of combat, where 
simple adaptation of tissues was unable to 
avoid the permanent effect of injury. These 
minute sears are represented not only in the 
cicatrices of inflammation but also in the great 
variety of the products of degeneration which 
appear within cells, or in the matrix surround- 
ing them. This in truth constitutes the rust of 
life. 


The one outstanding advance which marks 
the achievements of modern medicine is in the 
control and care of the acute infectious diseases. 
These constitute the main illnesses of child- 
hood. For several centuries it was considered 
quite proper, and in fact necessary, that every 
child should acquire a variety of infectious 
diseases, so that he be better prepared to face 
the hardships of adult life. To have passed 
through these diseases of childhood was looked 
upon as a process of hardening of the constitu- 
tion, much in the way that we temper metals. 
Measles, searlet fever, chicken-pox, whooping- 
cough, rhinitis, and even diphtheria and small- 
pox, at one time fell into this class. These 
were the days before the real nature of disease 
was appreciated, and before it was known how 
the infectious agent brought about permanent 
visceral damage. To carry the child through 
a comfortable convalescence was the main aim 
of the physician, and little or no thought was 
given to the incompetence of function which 
might exhibit itself many years later. The 
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mortality from the acute disease varied from 
year to year, in some epidemics becoming ex- 
ceedingly high. But an average was struck 
for each, and beyond this the physician’s 
efforts were of no avail. However, with the 
beginning of the present century, preventive 
medicine asserted itself and, in place of a policy 
of watchful waiting, aggressive steps to place 
under control the spread of childhood infee- 
tions were definitely undertaken. Within these 
few years, the success of the active measures 
is broadly patent; and it is the reflection of 
these successes in reducing both the morbidity 
and the mortality that we find the expectation 
of life at birth has risen twelve or more years. 
The moneys which have been spent in medical 
research have been amply repaid, when con- 
sidering these advances alone. 

In the childhood period much has also been 
done in improving the bodily state by atten- 
tion to diet, to necessary vitamins, exercise, and 
the physical factors of light and warmth. 
These factors had seemed too obvious to require 
special attention, and the previous generations 
had rested too much upon the prineiple that 
what was good for the grand-parents was good 
enough for us and our children. Little did they 
realize that, with the modern innovation of 
prepared foods, and congested city develop- 
ment, the natural environment of our grand- 
parents was completely destroyed. 

There is, however, one feature of our modern 
advance in medicine which requires attention. 
We note that in modern practice we are able 
to return to health a larger number of children 
stricken with one or other variety of infectious 
disease. Even in those cases where a specific 
cure is still unknown to us, the better care, 
the better nursing, the advantages of our well 
equipped hospitals, all assist in reducing the 
mortality in the childhood diseases, though 
they may not materially influence the incidence. 
It is true of other diseases than rheumatism 
that every attack leaves a mark upon the 
individual. In some eases this mark may not 
be serious, nor fraught with serious con- 
sequences. But if we realize that diseases like 
tonsillitis, rhinitis, pharyngitis as well as the 
recognized acute infectious diseases of child- 
hood, are also capable of causing a permanent 
damage, we will better appreciate how the 
growing child and youth are slowly accumulat- 


ing scars and lesions, which if they arise in 
structures of vital importance will eventually 
cause an incompetence of function at a time 
long after the acute process is past. 

Heart, kidney, and arterial diseases, and 
their associated conditions, stand foremost in 
the rank of diseases owing their presence to 
the influence of agents many years previously. 
These are the diseases of middle life, and to 
some extent they have been on the increase 
during the past few decades. In but few in- 
stances do these diseases have their beginning 
after the period of adolescence, though it often 
happens that the symptoms referable to the 
organs involved make their appearance only in 
middle life. It is obvious, of course, that if a 
larger percentage of children is successfully 
earried through acute illness, there will be a 


‘larger group reaching middle life who have the 


permanent lesions in these and other organs. 
The comparison may be made with syphilis, 
in which it is found that the larger the pro- 
portion of the untreated or ineompletely 
treated cases of the disease the greater the 
number of late syphilitic lesions in various 
internal viscera. These late tertiary processes 
arise ten, twenty, or thirty years after the 
initial infection. 

Heart disease with sudden death; arterio- 
sclerosis, with hypertension or cerebral apop- 
lexy; and nephritis, with its manifestations in 
edema, uremia and debility, are common 
events which we encounter day after day in 
men of middle life and in the height of their 
active career. These diseases of middle life 
deserve more attention, not in respect to the 
end-stages and the final outcome but in regard 
to the manner in which they arise, and, more 
important still, the manner by which they may 
be avoided. The names of many famous men 
are recorded upon the tablets of death during 
middle life. Their lives should have been 
spared for a few more years, to give us the 
advantage of their rich experience and the 
wealth from their mental storehouses. 

As is so often the case, the obvious which 
lies before us day by day is given the least 
consideration. Our minds become blunt and 
unreceptive to the oft-repeated events, and we 
are prone to take as a matter of course the un- 
dramatic deaths of middle age. An explana- 
tion is oft forthcoming to close the event; the 
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man has worked too hard in business; he is 
blamed for lack of exercise and the fresh air 
of the out-of-doors; he was encumbered by 
worries which led to many sleepless nights ; and 
many other satisfying statements are offered 
to place the unfortunate victim at'rest; and to 
appease our own guilty conscience for our 
apathy in investigating the most important 
problems on the medical roster. In the last 
compiled statistics of the United States, it was 
noted that for every 100,000 population, cancer 
gave a mortality of 93, which was equalled by 
pneumonia, while heart, kidney and arterial 
diseases gave a combined mortality of 303, ex- 
clusive of the deaths from apoplexy which num- 
bered 84. We might consider the deaths from 
cerebral apoplexy as cases of arterial disease, so 
that in all we have 387 deaths per 100,000 for 
the three important diseases of life, after the 
half-way post has been passed. But the mor- 
tality figures do not tell us the whole story, for 
they do not indicate the large body of men who 
live a fruitless life in their ineapacity to carry 
on, or those who, though they are happy to do 
their bit, are incapable of accepting responsi- 


bilities commensurate with their years of train- 
ing or with their age. 
Difficult as it is to define ‘‘middle life,’’ it 


is equally difficult to define ‘‘senility.’’ But 
as we analyse the term, we appreciate that 
senility is not to be measured by the number 
of years, but rather by the state of the or- 
ganism in respect to its normal functions. 
Senility not uncommonly overtakes some in- 
dividuals in the early years of their middle life, 
when at the age of forty they exhibit the de- 
crepitude which we usually associate with the 
closing years of the sixties. So common has 
this become in recent years that we hear much 
of the presenile period of many lesions which 
we associate with old age. What are some- 
times erroneously spoken of as senile diseases 
do not indicate an origin from old age, but 
rather a development during old age, nor is 
senility itself a disease. As Samuel Johnson 
remarked, ‘‘My diseases are an asthma, a 
dropsy, and, what is less curable, seventy-five.’’ 

Although man is constantly battling with 
opposing forees which are seeking his destruc- 
tion, there are those who view this combat with 
the inhuman argument of right. Weismann 
sees in death the means for the limitation of 
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the span of life, and a provision against the 
over-population of the earth’s habitable con- 
tinents, and against famine from lack of 
sufficient food supplies in the world. Even at 
present, with the improvement in sanitation 
and the increased longevity of man, the rapidly 
increasing population offers an attractive 
problem for speculation to the statistician as 
to the time and year when over-crowding of 
the globe’s surface will demand new practice 
and custom. . 

A pathological state in middle life is be- 
lieved by some to be the inheritance from our 
distant ancestors. Oliver Wendell Holmes was 
duly impressed by the influence of our ancestral 
weaknesses, when he stated that ‘‘Every man 
was an omnibus in which all his ancestors were 
seated.’’ What a sorry picture this makes for 
all of us, committing each to be the bearer of 
the sins and the heirs of the damage of disease 
which may have befallen our progenitors of the 
distant past. Osler, too, who gauged senility 
by the quality of the arteries, maintained that 
those who were unfortunate enough to possess 
these diseased vessels had inherited these 
shoddy structures from their forefathers. To 
what extent the inheritable factor plays a réle 
in prematurely distressing man with pain and 
discomfort in his middle life is difficult to 
estimate, but, if we may rely upon the findings 
of the pathologist, I do not hesitate in saying 
that the most important agents actively 
engaged in wrecking the functions so necessary 
to our well-being in middle life are those which 
give rise to arteriosclerosis, heart disease, renal 
incompetence, and cancer. The first three of 
these are related to the illnesses, often re- 
current, which attack us in the early years of 
life, and it may be more readily and more 
severely because of an inherited weakness. 
What are the factors related to the develop- 
ment of cancer and when do they act? I do 
not know. To all of which Sir Humphry 
Rolleston adds, ‘‘The advice then to give others, 
and even to practise ourselves, should include 
a judicious choice of parents, avoidance of 
disease and worry, moderation in all things, 
mental and physical exercise, an open air life, 
serenity and charity to all men.”’ 

Much sporadic work has already been done 
on the chronic diseases appearing in middle 
life, but little concerted effort has been made 
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to correlate the variety of factors which act 
upon the different structures at various periods 
of life. To admit that the rust of life makes its 
appearance at middle life is to admit that the 
human machinery failed to receive proper at- 
tention at some antecedent period. A more 
definite knowledge of the causes of premature 
senility is necessary. A move in this direction 
has already been made by the establishment at 
the University of Chicago of an endowment 
fund of one million dollars for medical re- 
search, to be directed toward establishing the 
causes, nature, and prevention, and cure of the 
degenerative diseases. The concentration of 


this research will constitute a unit attack on 
the diseases of men and women of middle age, 
when their intelligence is at the highest and 
their value to the community is the greatest. 
Another undertaking, somewhat similar, has 
been established at Boston, and no doubt more 
will follow. If the efforts of these researches 
will yield results comparable to those obtained 
in the study of infectious diseases of childhood, 
we will materially add to the length of the ex- 
pectation of life, and in place of old age ap- 
pearing with three score years and ten, it will 
be delayed until the century mark is reached. 


ARTERIAL HYPERTENSION* 


By Rosert Dawson Rupotr, M.B., C.M., 


Toronto 


HE subject of this communication has been 

before the medical profession so much in 
recent years that I now only venture to inttro- 
duce it here at the request of the program com- 
mittee. In a twenty minute paper it is possible 
to discuss only a few points in connection with 
the important problem of hypertension, or, 
rather, high blood pressure. 

I shall not go into the theoretical considera- 
tions of what causes a rise in blood pressure, but 
merely state that it is evident that anything 
which increases the bulk of blood in the arterial 
tree, other things being equal, or anything which 
retards the outflow of blood from the arterial 
tree, other factors remaining the same, must 
raise the pressure. Thus, if the heart beat faster 
or more strongly, or if the arterioles contract, 
the pressure tends to rise. 

When, however, we consider what may cause 
either of these fundamental changes we are in 
a maze of possibilities, but it seems to me that 
the subject may be simplified if all cases of high 
blood pressure be grouped into three classes, as 
follows: (1) nervous; (2) toxic; (3) organic. 
One may perhaps add a fourth class of essential 
hyperpiesis, into which large group are put all 
the cases that cannot be definitely referred to 
any of the first three classes, 7.¢., all the cases in 


* Read at the meeting of the Ontario Medical Asso- 
ciation at Hamilton, in May, 1929. 


which we are ignorant of the essential cause. 
Such a grouping is important as the treatment 
is somewhat different in each of them. 


Nervous HyPeErPIEsIs 

Nervous influences can raise the blood pres- 
sure, either by hastening or strengthening the 
heart action or by vaso-constriction, or, possibly, 
indirectly, through increasing the output of 
adrenal secretion. Fear and anger raise the 
pressure and also less evident emotion, and 
everyone knows that the sphygmomanometric 
readings tend to be too high at the commence- 
ment of the observation. But also long con- 
tinued nerve tension acts in the same way and 
may keep the pressure up for months, in fact 
as long as the tension continues. 

As examples of these long-continued cases 
from nerve stress I might mention the following. 


CASE 1 

A lady suffered from tic doloureux and her blood 
pressure was always above 200 mm., in spite of various 
forms of treatment. The attacks of pain were not con- 
tinuous, but the blood pressure remained high, due ap- 
parently to the constant apprehension of a spell of 
agony. At last we resected the fifth nerve with com- 
plete removal of the pain, and for over two years the 
blood pressure remained about 150 mm. Then the tic 
returned and with it the hyperpiesis, to be again lowered 
when the offending fifth nerve was once more surgically 
treated. 


CASE 2 


A man carrying very heavy financial responsibilities 
was found by his doctor to have a systolic blood pressure 
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of well over 200 mm., which ordinary remedies would 
not reduce. We recommended that he spend the winter 
in the South where he was away from all worries and 
did nothing more strenuous than playing golf. The 
doctor there took the pressure regularly and it kept 
between 130 and 150 mm. When he returned to his 
duties and worries it went back to its old elevation and 
I learned later that he had died of a ‘‘stroke’’. 


Toxic HyPerrpPIeEsis 


Various chemical substances can raise the 
blood pressure. It is usual to see it up in 
Graves’ disease and in toxic adenoma of the 
thyroid gland. Dr. M. C. Pineoffs, of Balti- 
more, recorded a most interesting case at the 
Association of American Physicians some three 
weeks ago. A young woman suffered from 
periodie attacks of high blood pressure, when 
the readings would often be above 300 mm. A 
tumour of one of the adrenal glands was dis- 
covered and upon its removal the attacks of 
hyperpiesis completely ceased. 


In renal insufficiency, where there is reten- 
tion of products that should normally be thus 
got rid of, the blood pressure is apt to be high. 
Exactly what these retained toxins are is not 
yet settled but Major has produced much 
evidence that one of them at least is guanidin. 

Besides these excesses of normal excretions 
which are abnormally retained in the body, 
various abnormal toxins may be produced in 
the alimentary canal which when absorbed 
serve to raise the blood pressure. There is 
much doubt about the exact nature of these but 
they appear to be due to disturbances of the 
normal production of amino-acids from the 
proteins, where these acids, instead of being 
absorbed as such, are further broken down 
into mon- and di-amines, some of which are 
pressor in action when absorbed. 


There appear to be three ways in which the 
body is protected from the undue accumulation 
of these substances in the blood: (1) The 
mucous membrane of the bowel may be resistant 
to their absorption; (2) the liver may reject 
them through the bile passages; (3) and lastly, 
the kidneys can excrete such toxins as reach 
the blood. Hence the importance of keeping 
the bowels, the liver, and the kidneys in as good 
working order as possible; also the need of 
lessening the protein intake. 

In the opinion of many, and I share it, 
alimentary toxemia is one of the commonest 
causes of raised blood pressure and in every 


case it is well to do what we ean to lessen this 
source of probable trouble. 


ORGANIC HYPERPIESIS 


If the arterial channel be sufficiently ob- 
structed the blood pressure on the proximal 
side is bound to rise. But it takes a great 
deal of arterial thickening to produce sufficient 
obstruction to raise the pressure, and hence we 
see cases of advanced arteriosclerosis with 
normal pressures. There is some evidence that 
sclerosis of the splanchnic vessels more easily 
raises the pressure than that in other parts of 
the arterial tree. But if some artery to a vital 
centre be even slightly constricted the pressure 
tends to rise compensatorily, as it is so 
essential that sufficient blood reach such a 
centre. The late Professor Starling believed 
that such was the cause of most cases of high 
blood pressure. For the same reason we see a 
rise, and often a very great rise, in cases of 
brain tumour and cerebral edema. The blood 
must get there or the individual will die. 

In most cases where ordinary means fail to 
lower the pressure we are probably dealing 
with such compensatory rises. 


TREATMENT 


The question arises of how much we should 
endeavour to lower a high blood pressure. Is 
the rise compensatory and, therefore, the best 
for the damaged individual? Is the rise more 
than is required to meet the abnormal condi- 
tion? We must remember that nature often 
over-compensates and thus damage is done. 
We see this when excessive scratching for the 
removal of some skin irritant causes damage to 
the skin; when an excessive cough brings 
about pulmonary emphysema; when a slight 
gastritis causes vomiting of an excessive degree, 
and so on. Nature is often a poor doctor so 
far as the individual is concerned. 

I think we shall all agree that in all cases of 
raised blood pressure it is wise to regulate the 
amount of exercise and the psychical environ- 
ment; also to attend to the diet and probably 
to cut down the proteins and such purin- 
containing substances as tea and coffee. To 
keep the bowels freely open, and, possibly, to 
give small doses of iodide of potash, which 
seem to help by increasing elimination. But 
beyond these general measures which often do 
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good and never can do any harm should we 
take stronger steps if the pressure still keeps 
too high? In endeavouring to answer this 
question I think it is well to divide all cases of 
high blood pressure into two groups: (1) those 
having no symptoms; and (2) those with some 
disability, most commonly headache, dizziness, 
passing aphasia or paresis, cardiac distress, or 
a general feeling of lessened efficiency. 

In the first group, where there are no symp- 
toms referable to the raised pressure, I have al- 
ways felt that we should be very chary in inter- 
fering, as perhaps the pressure is the optmmum 
one for the abnormal individual. All the same, 
each case must be separately considered and 
often we can feel our way cautiously and stop 
if the patient is less comfortable under any low- 
ering than he was before. It must be remem- 
bered that the raised pressure, although perhaps 
compensatory, is straining the circulatory ap- 
paratus, and Fischer’s insurance findings show 
that the expected mortality rises in proportion 
to the systolic pressure (I think it would rise 
even more in the case of the diastolic one), and 
with a rise of 60 mm. above the average pres- 
sure for the age it reaches the enormous figure 
of 450 deaths for every 100 expected ones. 


I can now look back on many people who had 
symptomless hypertension and who died of 
apoplexy or renal or cardiac failure, and often 
wonder whether it would not have been wise to 
have attempted to lower that pressure. Of 
course, everyone can recall many people who 
have lived comfortably for many years with very 
high pressures, but it is a question of prob- 
abilities. 

In the second class, however, those in which 
the hyperpiesis is accompanied by symptoms, 
it seems to be our duty at least to try to lower 
the pressure and then see whether or not the 
patients are more comfortable as a_ result. 
There are numerous substances which will do 
this. In emergencies, such as angina pectoris, 
the rapid vaso-dilators like amyl nitrite and 
nitroglycerin are chiefly used, and then in the 
order of their speed and permanency of action, 
sodium nitrite, benzyl benzoate, erythrol tetra- 
nitrate, and, lastly, mannitol hexanitrate. 
When the pressure is up owing to nervous in- 
fluences the bromides and luminal will often 
give relief. 


In the toxic cases, purging, diuresis, and even 
venesection are used, and the last, especially, is 
often of extreme and wonderfully long-lasting 
value and may not have to be repeated for 
months, if ever. 


But very many eases of hypertension belong 
to the essential class in that we really do not 
know the underlying cause, and, yet, if we can 
lower the pressure the patient feels better and 
no doubt the chances of complications are less- 
ened. Liver extract has been used with much 
success by some, while others report less favour- 
ably. Possibly, the difference may be at least 
partially due to the different preparations used. 
The latest note I have seen is that of Althausen, 
Kerr and Burnett in the American Journal of 
the Medical Sciences for March last. They found 
that they were able to lower the blood pressure 
in 63 per cent of cases. Their most intractable 
ones were those of arteriosclerosis, 7.¢., organic, 
and this is what one might expect. Their aver- 
age fall was 37.7 mm. systolic, and 18.9 diastolie. 
It was often noted by them that the relief of 
symptoms was not in proportion to the fall, 
some patients feeling benefit when the pressure 
was not lowered, and others not being relieved 
by the fall, and this is exactly what we have 
found with the drug about which I wish now to 
speak. In sodium sulphocyanate we have a drug 
that will lower the blood pressure in most people. 
I first heard of it from Dr. J. B. Nichols, of 
Washington, and tried it in a few hospital cases 
with such decided results that it seemed worthy 
of further investigation, and in this work I had 
Dr. Arthur G. Smith associated with me. It 
seems that the substance had been tried by Pauli 
in 1903 on account of its chemical nature as a 
nerve sedative like the bromides and he noticed 
that the blood pressure was lowered in addition 
to the sedative effect. 


Nichols states that he had used it in hyper- 
tension for fifteen years with good results. Later 
lL. Gager tried it in smaller doses with the same 
effects. Nichols used one gram daily and we 
commenced with this but soon found that equally 
good results could be obtained with smaller 
amounts and it is seldom necessary to use more 
than ten grains daily, and often five is sufficient, 
or even less. It is interesting to remember that 
sodium sulphocyanate occurs as a normal con- 
stituent of the body, and as much as 0.1 grm. 
is excreted daily in the saliva and much more 
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than this in some people, especially if they 
smoke. 

The details of our work were given before the 
Canadian Medical Association last year and ap- 
peared in the Journal of the Association for 
September so I will not give more than the gen- 
eral results. We found that the normal blood 
pressure could be somewhat lowered (especially 
the systolic) and that in cases of hypertension 
the fall was often great and long sustained, and 
the relief of symptoms was decided. The pa- 
tients often volunteered the statement that they 
slept much better than before. The’ action is 
equally great in what seem like nervous and 
toxie cases and also in most of the so-called es- 
sential ones, but was less evident or absent in 
organic cerebral conditions. Here, probably, the 
compensatory processes of the body prevent the 
fall. 

As before mentioned some patients need their 
high pressure and if it be lowered they feel 
miserable. An instance of this is no doubt a case 
that Dr. C. L. Taylor brought to my attention, 
where an elderly man with arteriosclerosis and 
a blood pressure of 220/120 was given 5 grains 
of sodium sulphocyanate daily for a few doses. 
After four or five doses the pressure fell to 
170/100, but the patient became mentally de- 
ranged and melancholic. The medicine was dis- 
continued and in a week the mental condition 
cleared up. In one of my early cases a man 
who had only one kidney, the other having been 
removed for some condition years ago, suffered 
from chronic uremia and had a blood pressure 
of 200/125 mm. Under sodium sulphocyanate it 
fell to 160/120, but he felt very poorly. 

When the pressure has been lowered by this 
drug it generally stays down for many days and 
even several weeks and can then usually be con- 
trolled by very small doses. 

When given in moderate doses in suitable 
cases there are practically no untoward symp- 


The city council of Budapest, with the object of 
mitigating the nuisance of excessive noise, is proposing 
to issue orders some of which might well be emulated 
in our own country. According to the Observer (Sep- 
tember 15th), the continuous sounding of suburban train 
whistles, tramear bells, and motor horns will be pro- 
hibited; dust earts will no longer be allowed to ring 
bells; and fire engines will sound their sirens only when 
going to a fire. Noisy motor cyclists will be severely 
dealt with, and those convicted a second time under the 
new orders will forfeit both their licences and their 
machines. Traffic passing schools and hospitals will be 
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toms, although a few patients have some slight 
gastric disturbance, especially, I think, when 
one of the proprietary elixirs has been employed. 
If the drug be given in, excessive amounts it can 
produce distressing results, and I would urge 
that we never exceed 15 grains in the twenty- 
four hours, and this only for a few days, as it 
is cumulative. Two cases of excessive dosage I 
mentioned in a letter to the Journal of Novem- 
ber last. In one, a woman, the pressure was 
240/140, with a normal urine. She was given ‘‘a 
few doses of 5 grains each, then a few of 10 
grains thrice daily, and one of 15 after the 
evening meal. After the last dose the symptoms 
were alarming; vomiting all night and next 
morning jaundice. The blood pressure was 
172/120 and the following day 208/140.’’ She 
recovered. In the other, also a patient with a 
pressure of 240/140, ‘‘a number of ten grain 
doses every three hours were followed by 
stupor.’”’ 

In conclusion, I would urge that every case of 
raised blood pressure be carefully investigated, 
and, if possible, the underlying cause be found 
and removed. In every ease the environment 
and diet should be earefully regulated. In the 
nervous cases nerve sedatives should be used. 
In the toxic ones the toxemia can often be 
lessened by purging, diuresis, and in stubborn 
cases often by a timely removal of blood. 

In the many cases where the regulation of the 
environment and the diet, ete., does not control 
the condition, and there are no symptoms refer- 
able to the pressure, we should be very chary 
about interfering, although occasionally we can 
do so cautiously, with the object of lessening the 
strain on the circulation. 

When symptoms are present, in emergencies, 
the rapid vaso-dilators are of use. In the more 
chronic cases we have in sodium sulphocyanate 
a drug which will often reduce the pressure and 
will greatly relieve the accompanying symptoms. 


compelled to obey a ‘‘go slow’’ order. Workmen build- 
ing or repairing houses will not be permitted to shout 
to each other, and carpet beating will be tolerated only 
if the noise cannot be heard outside the courtyard. If 
a single tenant in a block of flats objects to an organ- 
grinder the music will have to stop. No one will be 
allowed to turn-on a loud speaker or gramophone except 
behind sealed windows and doors, and even in music 
schools windows will have to be shut during the lessons, 
It is expected that the new orders will come into force 
on January 1st.—Brit. M. J., Oct. 5, 1929. 








THE 


UBLIC Health is that part of organized 

public welfare, under either government or 
private direction, which seeks to apply preven- 
tive medicine on a community basis. Its aims 
are simple to understand, these being the 
elimination of preventable diseases, and the 
securing of a full measure of physical and 
mental health for each individual. 

The practitioner of the old school was an 
individual. He was what we might call a self- 
contained unit, dependent only upon the skill 
which he had acquired. The practitioner of 
to-day cannot work alone; he finds the services 
of the laboratory among other things indispens- 
able to him. Also, whether he fully realizes it 
or not, he is part of the organization which we 
eall Public Health. Then too, he is living in an 
age which has in general accepted the plan of 
doing things in an organized way. Perhaps 
our age is most distinctive in that ‘‘man’s 
humanity to man’’ is expressed in very prac- 
tical ways. The child is recognized as having 
certain rights. Medicine is being more and 
more looked to as an agency to act in an 
organized way, side by side with other or- 
ganized social forces, to raise the standards of 
human life, to increase human efficiency, to add 
to human happiness and, above all, to give the 
child ja fair chance to develop his inherent 
physical and mental capacities. 

The general practitioner has always been 
one of the great social forces in the community ; 
the change that is taking place is merely that, 
particularly through Public Health, he is being 
drawn into organized welfare work. 


THE VALUE OF STATISTICS 


Vital statistics, — our human _ book-keeping, 
from which we draw the evidence to prove the 
need for public health work, by which we 
measure results, and so justify or condemn the 


* Paper read at the meeting of the Ontario Medical 
Association, Hamilton, May 29, 1929. 
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GENERAL PRACTITIONER IN PUBLIC HEALTH* 


methods used and the expenditure of public 
money—vital statistics are built up from the 
reports of births and deaths as received from 
practising physicians. The general practitioner 
is the prime factor in the securing of vital 
statistics, without which Public Health would 
be at best like a blind man not seeing where he 
should go, or not being able to estimate how far. 
he had gone on the right road or the wrong 
road. Vital statistics enable us to say of Public 
Health that it is much more than a pious hope, 
that it is indeed something eminently practical, 
because some of its results can be measured 
and the saving of human life proved. Vital 
statistics enable us to prove that public health 
is purchasable, within certain limitations. 

It is a matter of regret that a greater number 
of practitioners do not pay more attention to 
vital statistics, because they are so interesting, 
and because they show so clearly the possi- 
bilities which await the practitioner. How 
many practitioners realize that in Canada, in 
1927, there were, according to the death cer- 
tificates sent in by physicians, 1,381 deaths due 
to appendicitis, exceeding the total of maternal 
deaths by 86? It is customary to joke about 
the reliability of statistics, but if practitioners 
make accurate returns, when these are added 
up, the figures represent so many facts. Most 
of our statistical errors are errors of inter- 
pretation of these facts. When figures repre- 
sent facts they are, of course, true. The secur- 
ing of accurate and dependable statistics rests 
upon each practitioner’s doing his part by 
making every return complete and accurate. 

Health departments have at times been 
accused of ‘‘nosing into’’ what was none of 
their business, namely, the practice of medicine. 
Is there not an opportunity for the practitioner 
to ‘‘nose into’’ such statistics as health depart- 
ments make available, and to do a little inves- 
tigating as to the failures and successes of 
medical practice and of Public Health? 
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CoNTROL OF DISEASE 


Since the time when Pasteur pointed the way, 
the control of communicable diseases has been 
the major public health responsibility. At 
times, the importance of this work may be lost 
sight of because of interest attracted to newer 
fields of work, but this group of preventable 
diseases remains the chief public health 
problem. Such being the ease, it may well be 
asked what has Public Health accomplished in 
this its most important field of work? We find 
that those diseases of the communicable disease 
group, which are usually spread through water, 
milk, or other food, or by the bite of some 
insect, have been practically eliminated when 
appropriate measures have been taken to safe- 
guard or purify water, milk and food supplies, 
or to destroy the insects responsible. We find 
that the incidence of those diseases which are 
usually spread directly from the sick to the 
well has not been materially reduced. There 
has been a reduction in their mortality rate, 
due to improved methods of treatment— 
notably in diphtheria for which a specific 
remedy has been made available. 


This second part of the picture is not satis- 
factory. There is much room for improvement. 
Improvement is dependent upon two factors; 
first, the general practitioner, and second, an 
efficient health department. However, no 
matter how efficient the health department may 
be, it is impossible for it to function unless the 
general practitioner does his part. Most of the 
duties of a health department centre around 
the reporting of cases. It is upon the reporting 
of cases that the health department bases its 
records, makes its spot maps and charts which 
indicate any undue prevalence of disease, in- 
citing the epidemiologist to look for the cause, 
to trace back to its source the infection and to 
bring contacts under supervision. It is the 
general practitioner’s report which sets in 
motion the organized health machinery for 
community protection. Failure to report, delay 
in reporting, may seem small matters. They 
may appear to be of no importance, because 
they do not help the individual case about 
which the general practitioner is worrying. 
They are important. In more than one 
epidemic of typhoid fever, the first warning 
that the health department received was when 
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death certificates told of an increase in the 
number of deaths from this disease. The fort- 
night or more lost in tracing down and con- 
trolling the source of infection resulted in the 
incidence of many more eases and deaths than 
would have occurred if the first cases had been 
reported as cases rather than as deaths. Again, 
a fairly large percentage of tuberculosis cases 
is first known to the health department 
through death certificates. The practitioner 
who excuses his own failure to do what the 
law requires of him, because he feels that the 
health department does not do its part, 
relinquishes his right to criticize that depart- 
ment so long as there is dereliction of legal 
and moral responsibility on his part. 

In this country we have two chronic com- 
municable diseases concerning which a great 
deal has been done, but also in connection with 
which a great deal remains to be done. - Tuber- 
culosis remains a major public health problem, 
mainly because cases are not recognized early. 
Sometimes this is due to the failure of the 
patient to present himself to a physician, but 
very often there is a ‘history of his having 
passed through the hands of a physician and 
not receiving a thorough examination. Publie 
health will not make much more definite pro- 
gress against tuberculosis unless more cases are 
diagnosed in their early stages. Syphilis is the 
other chronic communicable disease which de- 
mands a great deal of thought. Ontario has a 
law which requires the reporting, by name, of 
cases who fail to continue treatment. Too many 
practitioners forget that it is not left to them 
to decide whether or not such a case is to be 
reported. The public of this province have de- 
cided and have expressed their decision in a law, 
to the effect that they want to protect themselves 
by having these cases treated. Such reporting 
is a legal and moral responsibility. 


THe PRACTITIONER AND THE HEALTH 
DEPARTMENT 


Because of the interdependence between prac- 
titioners and the health departments, the two 
should be brought into a close relationship. 
The medical profession should be ready to 
present their views; it is their right, indeed 
their duty, to make their criticisms, and to give 
their endorsement and approval to those 
activities of the health department which have 
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a relationship to medical practice. It is pre- 
ferable that they should do this in an organized 
way rather than as individuals. Many health 
departments appoint a medical advisory com- 
mittee but such a committee does not neces- 
sarily reflect the views of the general prac- 
titioner. It would seem desirable that every 
local medical society should appoint a public 
health committee which would be a body re- 
flecting the views of the general practitioners 
in that district, and competent to express these 
to the local health department. 

In the past the medical profession have, in 
general, waited until a health department 
undertook a certain piece of work, and then, 
upon the prompting of a few interested or 
annoyed members, the question would be con- 
sidered by the medical society of the locality. 
The result has been that the profession have 
usually appeared to be on the defensive, to be 
in the réle of critics of some already established 
health procedure. It may be said that the 
health departments should not initiate work 
which affects the practice of medicine without 
consulting the profession. Should not the pro- 
fession go to the health departments and say: 
‘We have organized a committee to work with 
you; we would ask to be consulted on matters 
which affect the practice of medicine.’’? In 
this way, constructive criticism is made in 
advance, and the profession are not put in the 
position of criticizing what is already started, 
but can state their approval or disapproval 
before a project is started. 


There is much more to be done than to main- 
tain the more or less negative attitude of pro- 
tecting the practice of medicine. We must 
clearly understand that medicine is going to be 
practised in the manner that the majority of 
people desire. Medicine is but one of the social 
resources of mankind. The manner in which 
medicine will be practised is no more fixed, no 
more bound by tradition than are the advances 
in medical science. The influence of the in- 
dividual practitioner is limited, but, as a 
member of organized medicine, as a mem- 
ber of the public health committee of his 
local medical society, he can help to evolve 
constructive plans, which, because they are 
sound, because they will be shown to be the 
most practical plans, will secure public support 
and ensure the practice of medicine along lines 
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acceptable to the profession. Unless such 
leadership come from the medical profession, it 
will come from elsewhere, and the general 
practitioner who does nothing but complain of 
the encroachment of health departments, and 
who will not devote time to his local society or 
serve on committees, will likely find himself 
foreed to practise under a scheme evolved by a 
non-medical body. 

It should also be remembered that the health 
officer is a man who has presumably devoted 
many years to the study of public health 
problems. He is a. practitioner who has 
wandered into a field of work which should 
not divorce him from other practitioners. Be- 
cause he is a member of the same profession, 
because he is especially qualified, his views on 
matters of public health should, at all times, 
receive the consideration which the practi- 
tioners expect from him in regard to their ex- 
pressed opinions on medical practice. 

It seems that where there are organized 
groups, as'in schools, these can be better dealt 
with by taking advantage of the fact that they 
It is likely that it is 


are organized groups. 
more economical and satisfactory to provide a 
school health service for children of school age 
through a health department than it would be 
to have individual health supervision for these 


children by private practitioners. This would 
seem then to be a logical field of work for a 
health department. Where there is not an or- 
ganized group, it appears that the better 
manner of approach is through the general 
practitioners. The general practitioners of the 
community come into contact with most of the 
pre-school children. Why should not health 
departments use the general practitioners to 
earry on smallpox vaccination and diphtheria 
immunization, which should be done in the pre- 
school years? This should be undertaken on 
the sound basis of payment for service 
rendered. The state should pay general prac- 
titioners for vaccinations, immunizations, or 
other similar preventive services which are 
much more in the interest of the community as 
a whole than of that of the individual. 
Whether or not it is possible to use the pro- 
fession as an organized force in public health 
will depend upon the way the profession accept 
the opportunity, and the thoroughness with 
which they do the work assigned to them. The 
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profession have had opportunities to provide 
ante-natal care which they have not grasped; 
the opportunity is still open. It was the 
success of organized well-baby clinics which 
stimulated the general practitioners to give 
health supervision to infants. + The whole field 
of health supervision of adults, through 
periodic health examinations, remains to the 
general practitioners. The profession as a 
whole, the general practitioner as an individual, 
must show a willingness and a capacity to 
undertake this part of public health work, or 
else allow such work to pass directly to the 
health department. 

Criticism of health departments for conduct- 
ing well-baby clinies and school health services 
lose their effectiveness because, quite frankly, 
it is where health departments have undertaken 
these very activities that there has been the 
greatest reduction in disease and improvement 
in health. If the general practitioner desires 
to retain the adult group for health supervision, 
he must do a piece of work that will be better 
than the health department can do, and, as a 
member of organized medicine, he must see that 
the whole group is served, otherwise the 
neglected ones will call for official help. 

The degenerative diseases of middle life, 
which have become proportionately a greater 
cause of mortality, reflect chiefly an unhygienic 
life, or delayed or inefficient treatment, or a 
combination of these. The fact that early, 
proper treatment is shown to be essentially pre- 
ventive in its results is the greatest contribu- 
tion, that the general practitioner makes to 
public health. Late and inadequate treatment 
results in conditions which cannot be met by 
other health measures. 


VoLUNTARY HEALTH AGENCIES 


Throughout our country are numerous volun- 
tary health agencies which are really part of 
the public health machinery. They represent 
the expression of a desire on the part of a 
limited section of the community to promote 
health services beyond those which are not 
within the scope of the official departments. 
The general practitioner should have a definite 
interest in such organizations. His relationship 
to them should be much the same as it is to the 
official departments. The viewpoint of the pro- 
fession should be kept before these groups, lest 
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in their enthusiasm, in their desire to do some- 
thing, they outrun the possibilities of preven- 
tive medicine. 


Diet AND ENVIRONMENT 


Diet is one of the most important essentials 
in public health work. The practitioner, when 
he enters a home, has the opportunity to teach 
health in that home. He has the opportunity 
to explain how the general health information 
which is now so widespread may be applied on 
that household. There is no particular value 
in the physician’s repeating such general advice 
as that the family should eat a balanced diet, 
he should explain, in detail, what the various 
members of the family should eat. Knowing 
the economic and social conditions of the home, 
he can make his advice to fit the particular 
needs. 

The human organism is greatly influenced by 
environment. Health departments are _ re- 
sponsible for the supervision of housing condi- 
tions ; they aim to see that dwellings in general 
are so constructed that they may be made into 
healthy homes. The practitioner’s part is to 
instruct as to how the particular dwelling may 
be made into a healthy home. He should in- 
struct as to the proper keeping of food and 
milk in the home. He should advise as to the 
avoidance of overcrowding, as to the separate 
bed for each child, the need for out-door play 
and all the details of hygienic living. 

As I see it, the health organization is re- 
sponsible for the provision of certain things, 
and for the spread of health knowledge. The 
general practitioner has a duty to teach his 
families how to use the advantages available, 
and how to make personal and apply to them- 
selves the general health knowledge which they 
possess. 

Those engaged in public health work fre- 
quently find that general practitioners are 
apparently uninterested in the existent com- 
munity health resources. Many practitioners 
fail to familiarize themselves with the actual 
routine of a tuberculosis sanatorium, and so 
send their patients to the institution expecting 
a much different routine from that required. 
Very few practitioners ever visit the special 
classes in schools for the physically and mental- 
ly handicapped child; very few ever visit the 
school medical officer or the well-baby clinic 
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and learn what is being done. The general 
practitioner can do a great deal for public 
health work if he will take the time to see for 
himself what is being done. He will then be 
able to apply to his own families the community 
resources that are available. 

The general practitioner is a man who has 
the confidence of a certain group of families. 
These families will, in general, accept his 
advice. Because of this, general practitioners 
can do more than any other group to secure an 
adequate public health service. The general 
practitioners should support the appointment 
of qualified men as health officers, should 
agitate for rural health units, should seek to 
establish a visiting-nurse service. They should 
display such interest, because they have the 
responsibility of leadership in such matters. 
“‘The general practitioner’s outlook,’’ says 
Lord Dawson, ‘‘needs to be more comprehen- 
sive. In him should be realized the correlation 
of preventive and curative medicine. He 


should concern himself with measures for the 
maintenance of health as well as the curing of 
disease; he must be brought into the position 


of a rightful leader and skilled adviser in all 
that appertains to the social service and welfare 
of his district; in matters of health he should 
be the father of his people.’’ 

The general practitioner has a definite re- 
sponsibility for his families. He should appre- 
ciate that, no matter how thoroughly he and his 


ETIOLOGY OF PREGNANCY ToX2MIAS.—R,. L. Larsen 
discusses the etiology of the pregnancy toxemias from 
the inductive rather than the deductive point of view. 
Cell permeability has been shown to depend on and 
vary with the mineral salt content of the cell; excess 
of calcium lessens the permeability, while too much 
sodium or potassium increases it, sometimes to the 
point of cell dissolution. Moreover, research has re- 
vealed the presence of a substance in the liver capable 
of producing a severe toxemia. In dogs, where hepatic 
disease has been caused by ligature of the common 
bile duct or by ether administration, a protein of 
hepatic origin has been demonstrated in the urine, and 
there is a decrease in calcium with an increase in the 
sodium content. Larsen believes that this alteration 
in mineral balance is responsible for an increase in 
cell permeability, with a resultant outpouring of the 
cellular contents, and finally of toxic bodies. He sug- 
gests that eclampsia and hyperemesis have the same 
etiological factors, and that eclampsia occurs in women 
who have survived hyperemesis in the first three 


fellow-practitioners may do their work, his 
families will not have the protection from 
disease which they should have unless there is 
an adequate department of health. We have 
seen so many striking results of what organized 
health work can do that it is accepted that such 
organization is necessary, along with the 
services provided by the general practitioners. 
Taking these points into consideration, it is 
evident that the general practitioner, to meet 
his responsibilities to his families. must do his 
best to have them safeguarded by an efficient 
health department. 

Some of the outstanding problems of public 
health to-day are the provision of ante-natal 
care, adequate medical care at confinement, 
smallpox vaccination, diphtheria immunization, — 
early diagnosis of tuberculosis, and adult 
health supervision. These are fields of public 
health, work for the general practitioner; they 
are activities which can be best handled by the 
general practitioner. If the general practi- 
tioner will do this public health work there is 
no question but that he will become more and 
more an accepted means for public health work. 


Organized public health work will not destroy 
the practice of medicine; it merely calls for 
different methods in the practice of medicine, 
which the general practitioner can meet if he so 
desires. 
decide. 


It is for the general practitioner to 


months, but who have eventually been overcome by 
the cumulative effect of the same causes. Endocrine 
upset, especially of the parathyroid and thyroid glands, 
may cause a deficiency both in calcium metabolism and 
in neutralization of toxic wastes, while in normal 
pregnancy the maternal calcium may be used up to 
a great extent by the fetus. This may bring about 
increased cell permeability, with the discharge of 
glycogen, and later of toxic liver products into the 
system. In treating such cases, therefore, Larsen 
suggests that the administration of calcium lactate and 
parathormone and a parathyroid preparation should be 
combined with glucose and alkalis. The work of 
Mendel and Benedict shows that in human physiology 
calcium and magnesium are compensatory and comple- 
mentary to one another. He suggests, therefore, that 
the success attending the treatment of eclampsia by 
magnesium sulphate depends largely on the resulting 
increase in cell calcium with decreased permeability. 
Ultra-violet rays, by promoting retention of the body 
calcium, have also a place in the treatment of the 
pregnancy toxemias.—dm. J. Obst. & Gynec., p. 374, 
Sept. 1929. 
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HEN the appendix first broke into the 
active life of our profession it was as a 

real criminal. It was caught in the act. 
Hidden away behind the cecum in the right 
iliac fossa, in a little puddle of pus, with a 
gangrenous patch and a perforation in its wall, 
it was obliged to give up its long retained 
secret of malevolence and to be branded, it 
would seem forever, with the burden of proving 
its innocence, or taking the consequences, 
where abdominal ailments are concerned. Be- 
yond all commentaries and reflections, the dis- 
covery of the appendix’s part in abdominal 
inflammations and disasters was a great event 
in the progress of our profession. For us who 
have grown up on the most familiar terms with 
the vagaries and eccentricities of the appendix, 
it is hard to realize the sense of eestasy felt by 
the men who first discovered its dangerous path 
and fixed to its present guilt a long long 
history of deaths from what they had been 
calling ‘‘inflammation of the bowels.’’ It is 
hardly to be wondered that in the exuberance 


of the time the appendix should be shouldered ' 


with faults and failings which, bad as it was, 
it did not possess. In the social order there are 
few culprits who have not some good in them; 
and, in the realm of disease, it is probably 
correct to say that the habit of mind which con- 
stantly places the burden of proof on the 
appendix has led us betimes to wrong con- 
clusions, and, in recent years, to a new patho- 
logical entity, namely, an enormous and futile 
increase in the number of appendectomies. The 
faith that would move mountains has no 
operative license with the appendix, unless it 
is strongly backed by the good works of care- 
ful and well considered diagnoses. Even then 
there will be error; but it will be error softened 
and humanized by the limitations of intellect 


* Read at meetings in the Western Provinces, on 
the Canadian Medical Association Post-Graduate Tour 
in September, 1929. 


and scientific resource, that exceptional frailty 
which must not be considered too seriously 
else all scientific advance would cease and a 
world of stagnation supervene. 

Let it be granted, then, that there is no real 
question in the minds of our profession to-day 
regarding acute appendicitis. Once the diag- 
nosis is established there is no debate on treat- 
ment. In doubt, the impending disaster de- 
mands what is, at worst, the lesser evil, and 
operation clears the issue and the patient is 
saved. So that in a paper of this kind one 
stops to dwell upon the acute type because of 
its relation to the chronie condition. 

What does the acute process do to the ap- 
pendix? In organs less complex in structure 
and function, we know that a restoration of 
the status quo ante often results through that 
beneficent process we call inflammation. I 
think this satisfactory resolution must be rare 
in the appendix. I have never seen an ap- 
pendix in which a history of an acute attack 
obtained, even when its removal was incidental 
while operating for some other condition where 
pathological change was not either evident to 
the senses or reported after microscopic sec- 
tion; this, too, in eases where the patient 
showed no symptoms of troubie. Besides the 
microscopic pathological process, there comes 
to him who for many years has been on this 
intra-visceral job, many shapes and deformities 
of the appendiceal tube, the results or com- 
promises between the invader and the invaded, 
so that it seems that no one knows so intimately 
as the surgeon the pathology of the appendix. 
He sees it either in the full redness of battle, 
in vietory with its scars and wounds—often a 
complete cripple; or in abject defeat with pus 
pouring from its side, a lifeless, stinking thing 
whose presence menaces the very life of its 
peritoneal neighbours. In other words, he sees 
it in action, and in time he comes to know some 
of its moods and eccentricities. 
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When one finds a patient with a train of 
Symptoms, vague perhaps, but abdominal in 
location, when other things may be fairly ruled 
out, with a history of one or more definite 
attacks of acute appendicitis, the indications 
surely are that a chronically damaged appendix 
is the acting cause, and an operation may be 
advised, with reasonable confidence that the 
right and proper course is being pursued. It 
goes without saying, of course, that the opera- 
tion should cover thorough examination of the 
other abdominal organs. Only, therefore, as 
an end-result does the acute variety enter the 
purposes of this discussion. And while for all 
practical purposes the chronically damaged re- 
sultant may be classed under our subject, it is 
not the type which gives us any great trouble 
in diagnosis.. 

One realizes the abundance of controversy 
which has been cast about the subject of 
chronic appendicitis, and he tries to pick his 
steps in places of universally recognized 
security. It is granted that a damaged ap- 


pendix, by virtue of its structure and function 


and its elaborate visceral nerve reflexes, may 
produce a sequence of symptoms often of many 
years’ duration. The acute attacks aside, can 
this damage be wrought by the process of 
chronic congestion, or inflammation, as or- 
dinarily observed and interpreted in other 
organs and tissues? The clinical man has every 
warrant to answer for himself on practical 
grounds. Whoever has removed a foreign body 
from tissues where it was embedded for a con- 
siderable time can find ample cause for the 
fibrosis and contraction in the wall of an ap- 
pendix which has a concretion plugged into its 
lumen, and, maybe, ulceration in its walls. 
When one is acquainted with the very slight 
amount of trauma to the peritoneum which will 
produce a crop of adhesions, he may easily 
understand what an appendiceal kink, a con- 
cretion, a dragging cecum, the extrinsic sources 
of irritation, such as from the tubes and 
ovaries, and the like, will do in the formation 
of the varied hyperplasias one finds in and 
about the appendix. Some of these formations 
have familiar names; some give symptoms, 
some may not, but they all seem to have been 
mechanically or bacterially irritative in origin, 
leading up to about the same condition found 
as the end result of the acute inflammation. 


How long this irritative process goes on in a 
given case is a question. When, too, does the 
patient begin to experience symptoms, if at all? 

Again, it is surprising the number and 
prominence of our brethren who are ready to 
grant the lymphoid tissue of the tonsil all its 
inherent and acquired rights to be chronically 
infected, and deny the same susceptibility to the 
same tissue in the appendix. No tonsil to-day 
may reside behind the anterior pillar with any 
sense of security unless it can prove its in- 
nocence by the most searching laboratory tests. 
Even then, unless its neighbours, the teeth, 
have, for the time marshalled the powers of 
the focal investigators, its life becomes as un- 
certain as the grass of the fields which, in the 
words of Holy Writ, ‘‘is to-day and to-morrow 
is cast into the fire.’’ Had we the same facility 
for culturing the lymphoid tissue of the ap- 
pendix as our scientific brothers of the throat 
have in the ease of the tonsil, it is a reasonable 


assumption that we should frequently find 


active organisms, even as in the tonsil, where 
no clinical evidence of an acute condition ever 
obtained. 

Tissue reaction to an irritant is not essential- 
ly one thing in the tonsil and another in some 
other organ. Why should we not have from 
chronic bacterial or mechanical irritation in the 
appendix the same fibrotic changes and de- 
generations that characterize chronic conges- 
tion wherever else it obtains. The familiar 
changes one finds in tendon sheaths, for in- 
stance, or in some of the more exposed burse, 
from prolonged irritation, have only to be 
modified with special regard for the structure 
of the appendiceal tube, its peritoneal coat, its 
peculiar mechanics necessitating the power of 
emptying itself, its essential structural relations 
as part of the intestinal tract, its nerve con- 
nections which create far reaching reflex re- 
actions, in order to enable us to understand 
how a real pathological basis may be laid down 
for the group of symptoms coming under the 
clinical heading of chronic appendicitis. 

With these thoughts in one’s mind, it is not 
easy for the average observer to accept the view 
that all disease change in the chronically affected 
appendix comes from previous acute attacks, 
even when the patient is not conscious of ever 
having one. Zeal in obtaining all the facts in 
a case history is an important asset, but to fix 
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all our bellyaches, even those running back 
into early childhood, including the green apple 
variety, upon the appendix and to call them 
‘‘acute attacks’’ is a fairly large order. 

A study of a very considerable amount of the 

literature on the subject of chronic appendicitis 
confirms what seems to be the experience of 
most of us, namely, that a damaged appendix, 
pathologically demonstrated, may not produce 
a single symptom. The incidental removal of 
the appendix and the pathologist’s report have 
placed this outside of reasonable question. 
Consequently, on the evidence of the laboratory 
alone, there would be consolation, and perhaps 
justification, for him who makes his diagnosis 
after the operation, were it not for the dismal 
fact that more than half his patients are not 
cured, and some of them are made worse. 
_ From a large number of papers and statis- 
tical articles loaned me by the American 
College of Surgeons one would conclude that, 
of all the cases operated on, apart from those 
with a definite history of an acute attack, the 
actual cures would run between 50 and 60 per 
cent—and this in well organized clinics, under 
competent men. What the figures may be in 
more miscellaneous fields of operative activity 
ean only be conjectured. From 40 to 50 per 
cent, therefore, either undergo an unnecessary 
operation, or worse; and for every correct 
diagnosis we make nearly one wrong one; so 
that ours is not an enviable tranquility, even 
were we disposed to be tranquil where error 
and truth seem to stand on equal footing. 
With such eccentricities in the pathology of 
the disease, the real test of our accuracy is 
clinical. If the patient’s symptoms are re- 
lieved or cured following an appendectomy, it 
was a case of chronic appendicitis. If not, then 
the conclusion is too obvious. All of which 
brings us fairly into the clinical field, which 
alone seems to offer some hope for improving 
our status in this perverse condition. 


CLINICAL CONSIDERATIONS 


CASE 1 

Miss V., 35 years of age, well developed and with 
no history of any acute illness except diseases of child- 
hood, was found on examination with a marked secondary 
anemia, hemoglobin 40 per cent, and the usual breath- 
lessness, weakness, etc., incidental to such a condition. 
Her stools showed occult blood, which was present at 
each of a number of examinations made during the 
preceding two years. Gastro-intestinal x-ray pictures by 
one of the best American roentgenologists failed to dis- 
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close an ulcer. The one taken in our own hospital was 
also negative for ulcer, though both observers reported 
evidence of pyloric irritability. The patient had a poor 
appetite most of the time and occasional abdominal dis- 
comfort, with some uneasiness of muscle a bit higher 
than MeBurney’s point and nearer the umbilicus. A 
little nausea, mostly in the early morning, a tongue with 
a constant central furring, and persistent constipation 
were present. No temperature and no increase in the 
pulse rate were noted when patient was quiet. 

She was put to bed for eight weeks, dieted and 
nursed, and she improved so that she could go on with 
her work. In a few weeks, the blood reappeared in the 
stools, and she fell back to where she was when I first 
saw her. 

I determined to explore her abdomen, and, after 
getting her in shape again, did so. There was no evi- 
dence of a lesion either in the stomach or duodenum. 
No adhesions or other signs of peritoneal irritation, 
except a redness in the region of the pylorus, corres- 
ponding to what some surgeons have called the pyloric 
flush. The appendix was found to be long, whitish, and 
uniformly thickened, sometimes spoken of as_ the 
‘‘erectile tissue type,’’ with a very short meso-appendix 
and no peritoneal adhesions, but a few ribbon-like strips 
on the lower pole of the cecum of the Jackson kind. It 
was removed. The pathologist reported fibrotic changes 
and degeneration throughout the whole appendiceal wall. 
The patient got well and after five years has had no 
return of her symptoms. 


CASE 2 

A man, aged 40, a carpenter; family history not 
relevant. He began to have symptoms of indigestion. 
An appetite which had never faltered before became 
eccentric and uncertain. Periods of return to previous 
health, frequent at first, became farther dnd farther 
apart, and shorter in duration. At times, the tongue 
felt dry and was somewhat coated. He began taking 
laxatives for the first time in his life. As time went 
on, he would feel very slight nausea, generally in the 
early morning. There was no nausea after taking food, 
and no definite discomfort in relation to the ingestion 
of food of whatever kind. He had not anything that 
ever amounted to a real pain in his abdomen, but a 
sense of discomfort about or slightly above the umbilicus 
and to the right, a sort of right-sided consciousness; and 
he was not the impressionable, introspective type. Ab- 
dominal palpation gave different results at different 
times. Generally one could make out slight tenderness, 
with slight hardening of muscle on right side; occa- 
sionally there was none. Rectal examination gave no 
evidence. At operation, the appendix had light peri- 
toneal adhesions; the lumen contained four concretions; 
the lower part of the cecum was congested. The stones 
were loose and rolled about, presenting the appearance 
described by Mayo as the ‘‘string-of-beads appendix.’’ 
The patient’s symptoms have disappeared since the ap- 
pendectomy. 


CASE 3 

A girl, aged 27, housemaid; no family history of 
any significance; a blonde, plump, and well enough de- 
veloped, but with a rather set expression of countenance, 
the type with a fair amount of adipose and rather pale 
and inactive looking. Our consultation began by her 
telling me she had come in to see about her appendix; 
that she had a pain in her appendix for a long time, 
and that something would have to be done; she could 
not go on this way, and so on. Whenever I touched her 
abdomen to the right of the umbilicus she screamed with 
pain. The left side stood any amount of pummelling. 
Off her guard, there was no rigidity anywhere in the 
abdominal wall. But the suggestion of right-sided pain, 
or the word ‘‘appendicitis’’ promptly made McBurney’s 
area as Satisfactory as any designing diagnostician could 
desire. With all her plumpness she was not well nour- 
ished. There always had been a scanty menstrual flow, 
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constipation, and an indifferent appetite. The tonsils 
had been removed a year previously. There was no 
evidence of any spinal disease or infections elsewhere. 
She was advised to go home to the country for a while, 
and was given tonics and mixed glands. How well she 
carried out instructions may only be guessed, for she 
did not return to me. She had her appendix removed a 
few months afterwards. Three months later, she was 
opened up for adhesions, and, just lately, I am told, 
has had a real operation (!) performed in a very large 
city, where there are many large hospitals. It is 
hardly necessary for me to say that the prospect for 
future operations depends on whether or not she 
recovers from this one. 


A goodly number of the cases considered 
under the heading of chronic appendicitis are 
represented by these types. Case I is the kind 
which has made the appendix the most mis- 
trusted of all organs. It can hardly even as- 
sume a virtue when it is capable of setting up 
such a train of symptoms; and the pathologist, 
who must shed the light of causation of 
phenomena before all clinicians, is not too 
definite on how this may occur. Dr. W. J. 
Mayo explains it on the basis of pyloric spasm 
set up reflexly, which in time may lead to an 
infection of the stomach mucosa 
sequent hemorrhages. 

Chronie appendicitis is perhaps the rarest 
cause of gastric hemorrhage, and, therefore, 
hemorrhage should only be attributed to the 
appendix when the most exhaustive search has 
failed to find a lesion elsewhere. In the 
absence of a demonstrable ulcer in stomach or 
bowel, with the condition becoming chronic in 
its nature, and in the presence of symptoms 
referable to the gastro-intestinal tract, one 
must, in the presence of such evidence regard 
the appendix as the probable cause and deal 
with it as such. The endocrine glands have 
been called up to help explain such hemor- 
rhages ; and, doubtless, there are many elements 
entering into their causation, but the results of 
appendectomy prove clearly that the appendix 
is the principal offender. 

The great majority of cases are in symptoms 
and pathology after the manner of Case 2. The 
beaded appendix may produce pain of an inter- 
mittent type; and it is in this, too, that the well 
recognized appendicular colic is prone to occur ; 
tenderness over the cecum at times and its 
complete absence at others; reflex disturbances, 
such as ‘slight nausea and distress in the early 
morning, and at other times, without bearing 
any constant relation to the taking of food. 

Case 3 illustrates, of course, the psychogenic 


and econ- 


group of symptoms. It is not fair to say these 
patients are not ill. They are, but they have 
not appendicitis. Dr. Boas, of Berlin, reminds 
us that an appendectomy may cure a psycho- 
genic ‘‘appendicitis.’’ But it does seem a 
rather radical method of producing a mental 
impression. The usual post-operative history is 
that these patients are better for a short time 
only. Then the old psychic searchings are out 
again, and must find some form of expression. 


. The right iliae region is likely to be selected 


once more, and then someone whispers ‘‘ad- 
hesions,’’ and the patient settles down to a new 
psychic regime. McBurney’s area has been 
found, swept and garnished, and there enter in 
at least seven more troublesome spirits than 
before, and the second state of the patient is- 
indeed worse than the first. It is but a matter 
of time, when there will be a second operation ; 
and then visions of others, which like the 
ghosts of Banquo’s descendants extend out to 
the ‘‘crack of doom.’’ Who is to say that ad- 
hesions are not present and giving trouble? 
Rare, of course, but this might just be the rare 
ease. It is\a difficult problem in which to work 
out a righteous course, and it is no wonder that 
even the strongest of our brethren might 
hesitate to cast the first stone. A rather serious 
obligation rests upon the man first on the case; 
for it is at this vantage point that proper dia- 
gnosis may set the patient on the right path, 
and save our profession from a very consider- 
able measure of odium. 

If there is a solution of the problem of chronic 
appendicitis it lies in the field of clinical diag- 
nosis. The appendix is not itself a real organ 
with a well defined function, and, consequently, 
evidence pointing to its disease has often to be 
interpreted and appraised in terms of remote 
visceral and abdomino-parietal disturbances. 
I think it will be admitted that the best the x-ray 
can do is to add some evidence to the case; by 
itself, it is not conclusive. The history of the 
ease will stand a lot of thought. There is more 
evidence here than elsewhere. The story is al- 
ways one of chronic trouble which has been 
going on for months and perhaps years. The 
symptoms are persistently related to the gastro- 
intestinal tract. The patient is never very ill. 
There is seldom any severe pain, except in the 
cases where at times appendiceal colic appears. 
Dyspeptic symptoms are common; also constipa- 
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tion; sometimes slight discomfort after food, but 
never definite pain such as may obtain in pres- 
ence of a peptic ulcer; vomiting is rare, but 
there may be a slight nausea bearing little or no 
relation to the taking of food, and frequently 
felt in the early morning. There is no tempera- 
ture or pulse disturbance. The patient may have 
slight pain with some muscle uneasiness to the 
right of the umbilicus. This may be observed 
one day and be entirely absent the next, only to 
reappear on another occasion. Slight tenderness 
over the typical McBurney point may or may 
not be present. Much has been claimed for the 
superficial sensory skin reflexes in this region. 
I could never get much good from my efforts to 
elicit them. Their presence, however, would be 
evidence ; their absence hardly so. 

When one is face to face with such evidence 
as this, the possibilities of the appendix must be 
fairly met. And I think the best mental attitude 
is to assume other causes and proceed by a pro- 
cess of elimination. The first move is to narrow 
the scope of investigation to the gastro-intestinal 
tract. The right kidney and ureter must be 
considered in their relation to pain and discom- 
fort in the right side; and the tubes and ovaries 
as well. A thorough examination of the spine, 
with the patient on his belly, will often detect 
a tender area either from an osteoarthritis or 
some other cause, and right-sided pain and 
tenderness is thus accounted for. If pain is the 
only symptom present, the condition most likely 
is not appendicitis. If there is enough disease 
in the appendix to cause pain, it will do other 
things as well; and disturbance of the highly 
responsive and far-flung visceral reflexes is one 
of them. Therefore, gastric disturbances and 
right sided discomfort or pain become suggestive 
at onee. The hernial sites should be carefully 
examined. A very small hernia may escape 
notice, and, by constant pinching of its sac, may 
cause pain and visceral disturbances. Dr. Boas 
facetiously states that he cured some cases cf 
‘““chronie appendicitis’? by applying a truss. It 
is worth while reminding ourselves, too, of the 
order of the progression of the pain of appendi- 
citis, namely, in the epigastric region first, and, 
later, in the right iliac region. The reversal of 
this order argues strongly against an appendiceal 
cause. 

The pains and aches ordinarily classed under 
lumbayo, neuralgia, and rheumatism, can easily 


be eliminated with a little care in palpation and 
attention to the patient’s history. Chronic lung 
disease, with pleural involvement, may simulate 
in the abdomen chronic appendicitis. Dr. Blesh, 
of Oklahoma, tells of a case operated on for 
chronic appendicitis which turned out to be 
pulmonary tuberculosis. Psychogenie pains can 
usually be detected by the multiplicity of their 
sites and the variety of their types. It should 
be remembered, however, in this class that the 
big pain is almost certain to be in or about 
McBurney’s area. In these knowledgable days 
the cerebral cortex and the right iliae region may 
be on terms of the closest eccentric intimacy. 


The clinician has, therefore, much to confound 
him. 


The condition of the whole abdominal muscu- 


lature must be carefully appraised. Atonic 


muscles and generally relaxed abdomen, with 
visceroptosis, may produce a train of symptoms 
undistinguishable from those of chronic appendi- 
The dragging cecum, full of gas, and the 
stretching attachments supply all the etiological 
requirements for a sufficiently typical syndrome. 
The patient, however, with an abdominal binder, 


citis. 


rest, and dietetic treatment escapes a decidedly 
useless and actually harmful operation. 

With all extrinsic sources excluded, and the 
disease admitted to be one of the gastro-in- 
testinal tract, one proceeds to exclude gastric 
and duodenal ulcers, and diseases of the gall 
bladder and colon. A fairly constant relation 
between the taking of food and the beginning 
of the pain is suggestive of ulcer, as opposed to 
chronic appendicitis. The usual methods of 
searching out possible trouble in the gall blad- 
der, including the Graham test, are employed. 
The chief value of the x-ray as an agency in the 
diagnosis of the chronic appendix lies in the 
evidence it furnishes of the presence or absence 
of disease in the stomach, duodenum and colon. 
If these and the other possible sources referred 
to can be fairly excluded, one is justified in 
diagnosing chronic appendicitis; all of which 
takes more time than the method Deaver de- 
seribed, with the 
The time spent, how- 
ever, is in line with the best traditions of medi- 


eine. To quote Sir Astley Cooper: ‘‘Nothing 
is known in our profession by guess; and I do 
not believe that from the first dawn of medical 


of making a diagnosis 


*‘descending scalpel.’ 
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science to the present moment, a single correct 
idea ever emanated by conjecture; it is right, 
therefore, that those who are studying our pro- 
fession should be aware that there is no short 
road to knowledge; that observations on the 
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diseased living, examination of the dead, and 
experiments upon living animals, are the only 
sources of true surgical knowledge; and that 
inductions from these are the sole bases of 
legitimate theory.’’ 


SYPHILIS* 


By D. E. H. CLEvELAND, M.D., C.M., 


Vancouver, B.C. 


T is the experience of those who devote them- 

selves to the study of syphilis that a great 
many cases escape recognition which should 
have been detected by the first doctor whom 
the patient consulted. There are two principal 
causes for this: first, a general want of alert- 
ness towards suggestive signs, symptoms and 
incidents in the patient’s history; secondly, the 
wide prevalence of some misconceptions. 

Stokes speaks of the ‘‘low index of suspicion 
towards syphilis which still prevails in average 
practice,’’ and adds that ‘‘it is better to be too 
suspicious of the presence of syphilis than not to 
be suspicious enough.’’ Sir Norman Walker’s 
advice to students in his clinics to ‘‘keep 
syphilis in mind, but don’t have syphilis on the 
brain,’’ seems to be in little danger of being 
disregarded. R. L. Sutton, in saying ‘‘ Despite 
their imitative faculty, the syphilodermata 
possess certain peculiarities, which, when con- 
sidered collectively, are usually sufficient to 
render recognition easy,’? emphasizes an im- 
portant point in diagnosis. It is not the single 
feature of the lesion, nor even the single lesion 
itself, which gives the decision for or against 
syphilis. The careful, collective consideration 
of all the lesions, all their features, all the 
historical data, and finally the laboratory find- 
ings, presented to us, must be employed in 
making our decision. 

Now that it is the considered opinion of the 
majority of syphilologists that syphilis, taken 
in its early stages, may be aborted by appro- 
priate and adequate treatment, early diagnosis 
becomes of supreme importance. Recalling, in 
addition, that untreated or inadequately treated 
syphilis may remain contagious for many years, 


* Read at the opening meeting of the Fraser Valley 
Medical Society, 1929. 


we must realize the importance of making a 
diagnosis with the least possible delay, even in 
late cases. 

Time does not permit an exposition of the 
differential diagnosis of cutaneous syphilis in 
this paper. An attempt will be made rather to 
bring before you certain beacons and warning 
signals which should be watched for in every 
case of skin disease. These will prompt an 
investigation which must not be stayed until 
their presence is accounted for in one way or 
another. At the same time it is hoped that 
certain false ideas may be cleared away. 

First, a few words as to the approach to the 
patient. Syphilis is no respecter of persons. 
Do not be deterred in the search by the 
patient’s appearance, indicating wealth, busi- 
ness, professional or social status. Proceed 
with the examination first. Get the history 
afterwards. A systematic, careful examination, 
with an appropriate question here and there 
may lead to the patient’s making voluntary 
disclosures. It has been my experience on 
several occasions for a patient to anticipate me 
with an answer to a question still unput. 
Sometimes a little adroit questioning while 
taking the history will precipitate matters, so 
that it is the patient who makes the first 
mention of syphilis. It is not my experience 
that the patient will lie, and continue to lie 
deliberately. Continued refusal to explain 
certain circumstances means, more than prob- 
ably, that he is telling the truth as far as he 
knows it. We must, therefore, pay attention 
to his description only, not to his interpreta- 
tions of what he has observed. Is it necessary 
to add that we must speak the patient’s own 
language? If we ask a labourer, especially a 
foreign immigrant, if he has had gonorrhea, 
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or syphilis or a chancre, we will not get the 
information which is readily forthcoming if we 
use blunt old Germanic terms. <A Rabelaisian 
vocabulary may be a distinct asset to the 
examiner! 

Considering first the chanecre, it may sound 
extreme to say that there is no such thing as a 
typical chanere. This is but another way of 
saying that a genital sore cannot be diagnosed 
solely on its clinical appearance. Stokes’ 
dictum is that ‘‘every single one of the criteria 
of purely physical diagnosis may fail to 
identify the lesion as syphilitic.’’ Yet, ‘‘a 
lesion which is indurated, slow to develop and 
heal, and associated with marked satellite 
adenopathy is a chanecre until proved other- 
’? This refers to extra-genital as well as 
genital lesions. Again, remember the meatal 
chanere. It is not rare. Every case of mild 
gonorrhea with a thin discharge should be con- 
sidered as due to, or complicated by, an intra- 
urethral chanere until proved otherwise. <A 
proper Wassermann follow-up in every case of 
gonorrhea would catch 20 per cent of the cases 
of syphilis which appear later. Even when the 
lesion is in an exposed situation it may be a very 
insignificant affair. We must get away from the 
traditional conception, of a chancre. A lesion no 
larger than a pinhead, running its entire course 
without becoming eroded or ulcerated, may be all 
there is to it. 

The chancroid furnishes an a!] too frequent 
pitfall. As Stokes again says, ‘‘Every venereal 
lesion is a chanere until proved otherwise.’’ 
Because the sore occurs only a few days after 
exposure, even if smears show the Ducrey 
bacillus, this is no proof that spirochetes are 
not also present. A final diagnosis of chancroid 
should not be made until four months after its 
appearance. Do not dispose of the venereal 
wart too readily. 

In the case of extra-genital lesions, remember 
that there are only three accessible structures 
where a chancre may not be found, the teeth, 
the hair and the nails. Uleerating, eroded 
hemorrhoids require careful investigation. In- 
durated lesions about the tonsils are to be 
suspected. Upon the lip, while recalling that 
an epithelioma bleeds usually at the slightest 
touch, whereas a chancre bleeds very little, 
even with rough handling, do not overlook the 
possibility of their co-existence. If a lesion 


wise. 


SKIN MANIFESTATIONS OF SYPHILIS 53 


shows spirochetes, and there is a positive 
Wassermann test but no prompt yield to 
therapy, excise the lesion for microscopic diag- 
nosis. Ordinarily, the satellite nodes do not 
suppurate, but mouth lesions, where the nodes 
often attain relatively huge proportions, are 
often secondarily infected with pyogenic or- 
ganisms, and the nodes may suppurate. In 
such cases the tumour formed is of such 
striking appearance that it steals the stage 
from the real star in the act. 


CASE 1 


In a case of mine a young man had a slowly de- 
veloping, slightly painful tumour about the angle of the 
jaw. After a week he consulted a dentist who ex- 
tracted the 


second molar. Ten days later a surgeon 
incised the 


tumour, obtaining only some grumous 
material. The wound showed but little disposition to 
heal. When I saw this patient eight days later, in 
addition to the swelling on the jaw, with an unhealthy 
looking surgical wound, there was much edema of the 
lower lip. In its centre was a large superficial erosion 
covered with a brownish scab. The patient explained 
that this was the remains of a cigarette burn, which 
had appeared some three weeks previously. No attention 
had been paid to the lip. The edema was only three 
days old. The submental node was slightly enlarged, as 
well as the posterior cervical and one epitrochlear node. 
There was a diffuse, faint, macular and maculo-papular 
rash on the lower trunk. The lip-lesion contained spiro- 
chetes, the Wassermann test was positive, and the 
symptoms subsided promptly after the commencement of 
specific treatment. 


Where doubt exists concerning such lesions, 
knowing the supreme importance of early 
diagnosis, we should not wait for the develop- 


ment of other signs. There must be a wider 
use of the dark-field microscope. The ex- 
pense for equipment is small, the technique is 
not elaborate or difficult, and skill can soon be 
developed with practice in its use. The smallest 
laboratory in hospital or clinic is incomplete 
without it and a technician who can use it. It 
is most valuable in the first two or three weeks 
after the appearance of the lesion. Serum can 
be obtained in capillary tubes and sent con- 
siderable distances to a laboratory. As soon as 
a lymph-node is found to be enlarged it may be 
aspirated through a hypodermic syringe, after 
first injecting a little normal saline, and the 
spirochetes will be found in the serum. If 
both these procedures are impossible the lesion 
may be excised and sent to the laboratory. The 
Wassermann test is positive in 35 to 50 per 
cent of cases at the end of the second week, 
but does not reach the proportion of 80 per 
cent until the end of the eighth week. The 
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*“Wassermann follow-up,’’ which should be ob- 
served in every case of chancroid, venereal 
warts and other suspicious lesions in which the 
dark-field examination is repeatedly negative, 
consists of a weekly Wassermann test for four 
weeks, then monthly for three months. 
Considering ‘the completely insignificant ap- 
pearance of many chancres on exposed surfaces, 
the possibility of their being in concealed situa- 
tions, frequently in women and not rarely in 
men, and the fact that these lesions may come 
and go without giving rise to any local symp- 
toms, we must realize that the patient who tells 
us that he has never seen a sore is not neces- 
sarily deliberately untruthful. Further, when 
a patient also avers that he has not observed 
any skin eruptions he may be speaking in per- 
fectly good faith. It has been estimated that 
60 per cent of patients found to have syphilis 
are unable to give a history of secondary 
lesions of any description. Im a series of 231 


unselected cases of early syphilis, examined by 
Stokes and McFarlane, only 14 per cent showed 
obvious secondaries. In 86 per cent secondaries 


were invisible to competent observers under 
the average lighting conditions. 

All cutaneous lesions of syphilis are round- 
celled infiltrations of the papillary layer of the 
corium. In the commonest type of early 
or secondary, the macular syphiloderm roseola, 
this infiltration is so slight that it is not 
palpable. The colour may be very faint, anid 
the duration of the eruption quite brief. It is 
not surprising therefore, in the absence of sub- 
jective symptoms ealling his attention to it, if 
the patient is totally unaware of its existence. 
It is fortunate that concomitant signs and 
symptoms are very apt to be present. These 
should put us on our guard and lead to 
thorough investigation. 

Pusey states that the commonest prodromal 
symptom is nocturnal headache, which may 
appear in a few days to a few weeks after the 
primary lesion. A persistent headache of any 
type, not necessarily nocturnal, 
especially if accompanied by a sore throat de- 
mands a careful examination of the skin and 
repeated Wassermann tests. A sore throat in 
which the angina is disproportionate to the 
severity of the symptoms should always be 
suspected. Other generalized symptoms and 
signs of frequent occurrence are bone and 


however, 


joint pains (referred to by the patient as 
rheumatism) which are apt to be nocturnal in 
character, and tenderness over the shins due to 
periostitis. Malaise, anorexia, slight rises in 
temperature and even chills, may occur as in 
any other mild infection, but are very fre- 
quently missing. Lymphadenopathy may be 
generalized, but enlargements of the occipital, 
posterior cervical and epitrochlear nodes are 
considered specially characteristic. Syphilitic 
alopecia in the early stages is not a striking 
phenomenon; it may be nothing more than 
an irregular, patchy, thinning-out on the occi- 
put. The patient may relate that his hair 
is falling in unusual quantities before the loss 
is apparent to the examiner. Mucous patches 
in the mouth, and condylomata in the ano- 
genital regions are typical. They are nothing 
but syphilitic papules showing the effect of 
warmth and moisture, whereby they have be- 
come eroded and macerated. Too often they 
are passed over lightly as ‘‘smoker’s patches,’’ 
or ulcerating hemorrhoids. The eye is often 
affected early, an iritis being a common result. 
An enlarged spleen occurs very early. Before 
it is palpable, a spleen showing an increased 
area of dullness should cause suspicion. In a 
ease of chancroid percuss the spleen, and if it 
is enlarged, find some other cause for it before 
dismissing the probability of syphilis. 

These are not cutaneous symptoms it is true. 
If they oceur in conjunction with skin-lesions 
they strengthen the case for syphilis. If they 
are encountered in the course of a physical ex- 
amination in connection with other complaints, 
they introduce the question of syphilis, which 
must be settled. 

A few principles to be kept in mind in the 
presence of generalized skin-eruptions are as 
follows: 

If the rash is macular, but erosions are 
present about the mouth, and papules about 
the ano-genital regions, suspect syphilis. 

If the eruption is papular, involving palms 
and soles, but the scalp, knees, and elbows are 
clear, with no fissures or dermatitis and no 
marked constitutional symptoms suspect syphi- 
lis. 

With an indolent eruption free from excoria- 
tions, and showing general adenopathy, suspect 
syphilis. 

Loss of weight, with patchy loss of hair from 
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scalp and eyebrows, is suggestive of syphilis. 

Always suspect the sore throat lasting for a 
week or more in the presence of a macular or 
papular eruption. 

If vesicles and bulle are present the ease is 
not likely to be syphilis. 

It can be stated as a rule, almost without 
exception, that in the case of an adult, if vesicles 
are present as an essential part of the eruption, 
it is not syphilis. 

In examining the skin, examine all the skin; 
do not be satisfied with the patient’s statements 
about parts of the skin which you have not 
seen. The examination should be first in 
diffuse but strong natural daylight. Inspection 
should be made at various angles and distances. 
In looking at a woman’s neck for leukoderma 
colli, stand several feet away; close approach 
renders it invisible in all but pronounced eases. 
A roseola almost invisible in daylight often 
stands out distinetly in the rays of a quartz- 
lamp. It is usually seen much more readily 
after the first dose of salvarsan. The macular 
eruption is more apt to be generalized uni- 


formly, and compared with the other types 
shows little tendency to grouping or configura- 
tion. The following history illustrates the way 
in which an early case may be overlooked. 


CASE 2 

A young man contracted gonorrhea and was treated 
by a very competent genito-urinary surgeon. Towards 
the end of his treatment, as he contemplated marriage 
in the near future he asked his doctor if he might not 
have contracted syphilis at the same time. He had not 
seen any skin eruption, nor had he seen a sore of any 
kind, and he felt well. The doctor examined him, sent 
a specimen of blood to the laboratory, which was re- 
ported as negative, and assured him that all was well. 
More searching inquiry would have disclosed that the 
patient had had a sore throat for many weeks early in 
his course of treatment, also that his hair was falling 
excessively. There was no exposure subsequent to the 
one from which he contracted gonorrhea, but when I 
saw him eight months later, he had mucous patches, a 
definite alopecia, iritis in one eye, and a positive Was- 
sermann test. 


The various other types of early syphilo- 
dermata are too well described in available 
text-books, and too unlikely to be overlooked, 
to require detailed mention here. Time also 
forbids discussing their differential diagnosis. 
The secondaries are slow in development com- 
pared with other exanthems, and tend to ap- 
pear in successive crops, which makes for 
multiformity. Symmetry and diffusion are char- 
acteristic of the early secondaries. Yet there is 
more or less grouping to be distinguished in all 
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of them. In comparing them with other erup- 
tions having a superficial resemblance to them, 
it is to be noted that most of the latter are on 
the skin while syphilitic lesions are in the skin. 
This infiltrated character is important. Certain 
localities are especially favoured, especially the 
face, and in this region the forehead and about 
the ears and mouth, the back of the trunk, the 
flexures and volar surfaces, the palms and the 
soles. Look for well marked macules about the 
parts where there is slight friction from cloth- 
ing, the axille, waist, lower forearms, groins and 
thighs. 

Watch for a dinginess of the chin and neck, 
with a curious mottled appearance, difficult to 
describe, especially in women. A few months 
ago the proprietor of a brothel brought one of 
her girls to me, a recent importation from 
Europe, who could speak no English. She told 
me she thought the girl must have syphilis be- 
cause she was always complaining of her head, 
no matter how many ‘‘aspirins’’ they gave her 
—and, ‘‘Look at her neck. It looks dirty all the 
time, no matter how much I make her wash it.’’ 
Experience had given this woman a knowing 
eye. Except for the signs observed by her 
mistress, and a few slightly enlarged cervical 
nodes, the girl showed nothing else on the sur- 
face, but she had an erosion on the cervix which 
gave a positive finding with dark-field illumina- 
tion, and her Wassermann test was positive. 

Secondary rashes are apt to take on the char- 
acters of the skin on which they are situated, or 
of any rash already present, such as psoriasis, 
seborrheic dermatitis, or acne. 


CASE 3 


Last year a woman consulted me for a scaly con- 
dition about the frontal and temporal borders of the 
scalp, and the ears. It looked like an ordinary seborr- 
heic dermatitis, but there was an unusual papular 
element also present. Her general appearance, and her 
remarks that she had not been feeling well lately, led to 
further investigation. She finally admitted that her 
husband had contracted syphilis eight years previously, 
and took a ‘‘cure’’ consisting of three intravenous treat- 
ments. Later, on account of nocturnal headaches, con- 
dylomata, and poor health, she had been examined and 
given a course of intravenous treatments and some 
mercury pills. Her Wassermann test had never been 
reported positive. She undoubtedly had seborrheic 
dermatitis, but beneath its disguise syphilis also was 
masquerading. Needless to say, her treatment had been 
inadequate and she was suffering a relapse. 


It is to be emphasized that a single negative 


Wassermann test in a generalized skin eruption, 
especially if associated with a suggestive genital 
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lesion, does not rule out syphilis. Repeated 
Wassermann tests in untreated cases during the 
evolution of a skin eruption are of much greater 
importance. In 98.5 per cent of these cases, 
when they are syphilitic, the Wassermann test 
is positive. Slight treatment, but insufficient to 
cause involution of the eruption, will reduce this 
figure to 95 per cent. Where no history of ex- 
posure can be obtained or signs of chancre 
found, and an eroded but non-pustular early 
papular lesion exists, a positive dark-field can 
nearly always be obtained, if it is syphilitic. 

Following the appearance and involution of 
the early secondary eruption there is usually a 
variable period of latency. This is commonly 
followed by the late secondaries, often called re- 
eurrences. This stage should be regarded as a 
relapse, and is indicative of an untreated or in- 
adequately treated case. We may have a relapse 
at the site of the original primary lesign or in 
the same lymphatic drainage-area, called the 
mono-recidive, or there may be isolated recur- 
rences elsewhere, especially in the buccal or ano- 
genital regions. There may never have been an 
early secondary rash, when treatment was com- 
menced very early, but it may make its delayed 
appearance several years later. Again, we may 
have a complete reproduction of the early rash. 
In this stage the Wassermann test is of much 
less assistance. It is negative in about 30 per 
cent of these cases. Moist lesions, however, such 
as the recurrent chancres, mouth and throat 
lesions, condylomata and other lesions about the 
anus or the female genitalia will usually yield 
a serum rich in spirochetes. This occurs even 
in the presence of a repeatedly negative Was- 
sermann test. It is important to remember then 
that such cases are just as contagious as early 
untreated cases, although the disease may be 
several years old. Search for such lesions, but, 
as in the original chancre, do not trust clinical 
appearances for giving the decision against 
syphilis. There is no excuse for neglecting the 
dark-field examination where this is humanly 
possible. 


With the passage of time recurrences gradu- 
ally assume the characteristics which, when 
strongly developed, we recognize as marking the 


late or tertiary lesions. The early secondaries 
were wide-spread rashes, almost totally non-de- 
structive. The late secondaries or early recur- 
rences are frequently more limited, less apparent 


to the patient and observer, and more apt to 
leave permanent traces in the shape of atrophy 
and pigmentation. Finally, the late lesions ap- 
pear, more or less isolated and frankly destruc- 
tive. Remember that in every case we are deal- 
ing with the same essential basic pathological 
process ;—a local round-celled infiltration, gradu- 
ally becoming deeper and denser, with the final 
culmination in the typical gummatous infiltra- 
tion, with central softening and resulting necro- 
sis, which is replaced by scar-tissue. There is 
no sharp line of division between the stages; 
each merges into the other. 

One well-marked type of lesion is often 
found in the intermediate stage between the 
late secondary and the gummatous stage. This 
is the nodular-ulcerative, sometimes called the 
lupoid syphiloderm. In this we observe groups 
of nodules arranged in gyrate serpiginous 
patterns, some of which break down and on 
healing leave smooth atrophic sears with pig- 
mented borders. They often reach the size of 
a hand or larger, with a steadily advancing 
border on one side, formed of nodules, leaving 
the flat, smooth, more or less pigmented area. 
This resembles the progress of the flood-tide 
up a gently sloping beach, bearing on its ad- 
vancing edge a drift of weed, chips and other 
debris, and behind it smooth water. Itching 
is quite often complained of. 

I have observed this type of lesion in Chinese 
patients, and particularly noted its wide ex- 
tent on the trunk and limbs and the ease with 
which it may escape observation on their dark 
skins. One does observe depigmentation in 
varying degree in the atrophic scar however. 


CASE 4 


A Chinese boy, of eighteen years, sent to me last 
year for diagnosis of some gyrate lesions on his temple 
and neck, had older lesions extending over his back 
from the neck to the knee. His doctor had observed 
only those on the exposed part of his body. The patient 
was aware of older lesions on his shoulder and upper 
back, and I found more, only indicated by light-coloured 
areas with slightly pigmented and scarcely perceptible 
infiltrated borders, on the buttock and thigh. Ue could 
give no information of any value, but it is noteworthy 
that he complained of itching in the more recent lesions. 
The Wassermann test was negative repeatedly. 


The squamous syphilide, another character- 
istic late lesion, appears chiefly on the palms 
and soles. The involvement is not commonly 
symmetrical, but any scaly lesions on these 
parts call for careful consideration. It is of 
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use to remember that syphilis does not cause 
fissuring. In the absence of fissuring examine 
the nails. Their spade-shaped deformity is not 
pathognomonie, but very suggestive, of syphilis. 

The appearance of a gumma commonly takes 
place on the site of some slight trauma. The 
patient often complains that following a 
‘‘knock,’’ insufficient to break the skin, a 
lump, usually painless, developed. This may 
vary from pink to purple in colour, deepening 
with age. Central softening may be detected 
before visible breaking down occurs. Look 
for a sensation given to the palpating finger 
aptly likened by Sir Norman Walker to feeling 
the open mouth of a bottle through several 
layers of cloth. Gummata when multiple are 
rarely symmetrical in distribution. 

In late lesions no single sign is pathogno- 
monic, but the group-picture outweighs the 
Wassermann test in value. The latter is fre- 
quently negative. The dark-field is of no assis- 
tance, even in mucous membrane involvement 
or open ulcers. Examine the testicle, because 
it will not infrequently be found to be the seat 
of gummatous infiltration. 

The gummatous lesions must be compared 
with lupus vulgaris and carcinoma, two diseases 
with which I often find them confounded. The 
gumma is more rapid in its evolution than most 
other tumour-forming affections. There is one 
tumour-forming affection which does develop 
more rapidly than a gumma, which, ineredible 
as it may seem, I have seen a gumma taken for. 
I refer to furunculosis. I have seen three 
gummas in the past three years which have 
been diagnosed and treated as boils. One had 
been incised, and the others were referred to 
me because they had failed to ‘‘point’”’ after 
two weeks of fomenting. The first was on the 
face of a woman of high social position, 
married fifteen years, with several healthy 
children, a history of several miscarriages, a 
positive Wassermann test and an early aortitis. 

A striking feature of gummata is their habit 
‘of spontaneous healing with reappearance in 
new areas. In this respect they contrast with 
lupus and carcinoma. Their development is 
very rapid in comparison with lupus; one 
month of gumma is equivalent to one or more 
years of lupus. Lupus is a disease _pre- 
eminently of childhood or early youth, al- 
though this is not invariably the case. 
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The ulcer of syphilis, the broken-down 
gumma, is a dirty-looking sore. It is ‘‘punched 
out,’’ the crusts are discoloured, taking on 
bronze, greenish and other decayed-meat tones; 
the secretion is foul and putrid; the border 
often flabby, ragged and sometimes under- 
mined, with a bluish or bluish-red areola. 
‘‘Apple jelly’’ nodules are always found in 
association with lupus, although similar ap- 
pearances are sometimes seen in syphilitic 
lesions. 

The floor of a carcinomatous ulcer is hemor- 
rhagiec, its border rolled and infiltrated, and its 
secretion translucent. Pigmentation is not a 
characteristic of lupus or carcinoma. The sear 
of syphilis is smooth and non- 
contractile, hence gives rise to no distortion. 
The ‘‘corded’’ sears of lupus are typical. The 
destruction about the nose in gumma often re- 
sembles lupus, but occlusion of orifices by the 
sear is not seen. Do not wait to find adeno- 
pathy to confirm the diagnosis of carcinoma. 

In my experience with cases of cutaneous 
syphilis which have come to me with a missed 
diagnosis, primary lesions have been rarest. 
Most of these have been of the type already 
exemplified; the chanere has been relatively 
inconspicuous and often overshadowed by 
something else, such as a vivid rash or an 
enormous adenopathy. Next in ascending 
order of frequency have been the early, then 
the relapses and late secondaries, and then the 
gummatous lesions. The late lesions, especially 
the nodular-ulecerative types and the gummat- 
ous lesions have constituted more than 65 per 
cent of missed diagnosis which I have seen. 
The explanation seems fairly apparent. In the 
ease of a genital or buccal sore, appearing 
about three weeks after exposure, and 
especially if accompanied by a papular erup- 
tion, the patient decides for himself that he 
has syphilis, and the first doctor he sees finds 
no difficulty in agreeing with him. In the case 
of a generalized rash, the patient may recollect 
having had a sore sometime before, and the 
Wassermann test is positive. When the first 
Wassermann test is negative, and the patient 
either will not or cannot give a history that is 
confirmatory, difficulties arise. It is not un- 
common for a rather sharp systemic reaction 
to be mistaken for one of the less serious acute 
infections. Just as in certain parts of the 


atrophie, 
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world every febrile disturbance is promptly 
called ‘‘fever’’, z.e., malaria, and quinin is pre- 
scribed without more ado, so there appears in 
this country a tendency to eall every feverish 
condition associated with headache and malaise, 
the ‘‘flu.’’ I have seen at least four cases of 


early syphilis in the past year which had at 
first been diagnosed ‘‘flu, 
them had either cough or coryza. 


’? although none of 


If, with 
such an onset, a rash follows it may be ealled 
by the name of any of the exanthemata. One 
woman was given a diagnosis of German 
measles, whereas investigation might have re- 
vealed that her husband, was at the time under 
treatment by another doctor for syphilis 
acquired six months previously. Another case 
had been tagged with four different diagnoses 
—toxie rash following influenza, psoriasis, 
pityriasis rosea, and small-pox. In the first 
class of case we see the fatal tendency to 
accept a single negative Wassermann test as 
effectually disposing of the question of syphilis; 
in the second, the perverse inclination to think 
of everything but syphilis, for in them the 
Wassermann test had not even been thought of. 

In the late lesions, especially the nodular- 
ulcerative and gummatous, the Wassermann test 
is too frequently negative. Still more impressive 
is it in them to see how seldom this test is asked 
for, showing how rarely syphilis is thought of. 
This is due to a failure to make a searching in- 
vestigation not only into the patient’s own physi- 
cal economy, but also into his or her personal 
history, and that of the marital partner. In 
these cases some other diagnosis is made, often 
such as could not possibly be made if, even in the 
absence of any other information, the physician 
had a clear conception of the characteristic fea- 
tures of the disease by whose name he had mis- 
called syphilis. 

A series of four cases reported at this point 
will serve to illustrate. 


CASE 5 

A woman, aged 42 years, had good health until five 
years previously, when she had some trouble in her nose, 
and an operation was performed for the removal of 
polyps. Immediately after this, red lumps began to 
appear on the skin of the nose, the first being at the 
edge of the nostril. These were frozen with carbon 
dioxide, which converted them into indolent ulcers. In 
the succeeding five years she received various treatments, 
during which time a Wassermann test had never been 
taken. When she came to me the Wassermann test was 
positive, and the ulcers, which in the meantime had 
spread over the nose and the adjoining portions of the 


forehead, cheek, and lips, and destroying part of the 
ale nasi, healed quickly under specific treatment. In- 
quiry disclosed that she had been married sixteen years, 
but had never been pregnant. Her husband had de- 
veloped a squint and ‘‘nervous trouble’’ about twelve 
years before. He had been under the care of one of 
the physicians who had later treated his wife. He had 
had tests on his blood and spinal fluid, which she under- 
stood were negative, but had nevertheless had a series 
of ‘‘arm-treatments.’’ 


CASE 6 

A mechanic had developed an internal squint of the 
right eye about eight years before I saw him. There 
had been no obvious cause for it. Two years later he 
received an accidental blow on the left side of the nose. 
This did not break the skin, but a painful swelling 
followed, which ulcerated some months later. He first 
received x-ray treatments, and was then subjected to a 
series of freezings with carbon dioxide. The swelling 
was then incised, and he was told that it contained 
‘*dead bone’’. He was not given any diagnosis. About 
a year later a Wassermann test was taken for the first 
time. It was apparently negative, as no treatment fol- | 
lowed. He then went to a ‘‘herbalist’’, and while under 
his care the ulcer healed. A few months later a swelling 
appeared upon the upper lip; this ulcerated, and he 
went back to the herbalist, when it healed partially. The 
herbalist told him he had lupus—the first time a diag- 
nosis had been given him. A year later the lip became 
much more swollen and broke down again. He was then 
told he had a rodent ulcer, and was given prolonged 
radium treatment without result. Later, the radiologist 
agreed in the diagnosis of lupus. When I saw him 
about a month later he showed a right internal strabis- 
mus of extreme degree, and a typical ‘‘saddle-nose’’ 
deformity. There was atrophic white scarring all over 
the nose, extending to adjoining portions of the left ala 
naris. The entire upper lip was enormously swollen, and 
its left half occupied by an ulcer, with a thick, everted, 
serpiginous border, which extended from the nostril 
beyond the muco-cutaneous border of the lip. The floor 
was granular and irregular and coated with a sero- 
purulent discharge. The Wassermann test was negative. 
The ulcer which had been unhealed and constituted a 
formidable disfigurement for nearly two years was com- 
pletely healed twelve days after the commencement of 
specific treatment. 


It seems incredible that in spite of the squint, 
the history of swelling of the nose followed by 
ulceration, and destruction of bone, no one had 
ever pursued a course of investigation to decide 
the question for or against syphilis. More than 
two years had elapsed before it occurred to any- 
one to have a Wassermann report. The only 
cireumstance to suggest lupus was the location 
about the nose. There were no ‘‘apple-jelly’’ 
nodules, the lesions had commenced in adult life, 
and the destruction resulting in two years could 
not have been equalled in ten years by lupus. A 
biopsy would have speedily disposed of the ques- 
tion of rodent ulcer. Always regard the uni- 
lateral squint, appearing suddenly in adult life, 
with the same degree of suspicion, and as prob- 
ably bearing the same significance, as epilepti- 
form convulsions appearing for the first time in 
adult life. Search until the cause is found. 
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CASE 7 


A girl, of 17 years, developed simultaneously about 
the nostrils and forearms painless lumps which ulcerated 
in a few weeks, discharged a thin sanious material, and 
became covered over with thick, yellowish-brown crusts. 
Some of the lesions on the arm healed completely, leav- 
ing brownish stains, She was treated for eczema, and 
glycothymoline was prescribed for her nose. Although 
a herbalist whom she consulted told her she had lupus, 
a specialist assured her that the quack was wrong, and 
it was nothing serious. He continued his treatment 
and his assurances for several months, until the nose 
became very swollen and began to discharge muco-pus 
very freely. She had never been questioned about her 
family, nor had her mother, who accompanied her on her 
visits, been questioned. No Wassermann report had ever 
been obtained. 


When she came to me her nose was swollen and 
broadened to the proportions of that of a full-blooded 
negro. The nostrils were surrounded and almost oc- 
cluded by crusts. The cavities of the nose were almost 
obliterated by swelling, and she breathed principally 
through her mouth. There were a few brownish nodules 
in the skin at the edge of the nostrils like ‘‘apple- 
jelly’’ nodules. There was some loss of substance from 
the ale nasi. On the forearms there were several round 
firm elastic painless nodules, ranging from a pea to a 
walnut in size. Two large ones were ulcerated. Her 
Wassermann test was negative. Four weeks after com- 
mencing specific treatment all the lesions were healed. 
Her mother had a number of reddish indolent small 
nodules on her cheeks, resembling hypertrophic rosacea. 
When questioned she admitted they had been present 
since her daughter was born. She further related that 
after the girl was born she had two more pregnancies 
which terminated in miscarriages. Finally, it was learned 
that two years before the girl was born her father had 
had syphilis, and ‘‘cured’’ himself with mercury rubs. 
The mother’s Wassermann test was positive. Comment 
is superfluous in this case. 


The last case illustrates similar points, but 
emphasizes the danger, not only to the patient 
but to others, lying in the fatal tendency to 
think of everything else before syphilis, and the 
curious ignorance existing as to the extreme in- 
dolence of lupus, its rarity in western America, 
and the rarity of its commencement in adult life. 


CASE 8 


A man, 35 years of age, had a ‘‘pimple’’ behind 
his ear two years before I saw him. The first diagnosis 
was impetigo, and then as the pimple did not show any 
disposition to heal, this was changed to lupus. During 
the subsequent two years it was treated more or less 
continuously with carbon dioxide freezing and x-rays. 
In the meantime the original lesion had multiplied itself 
into a roughly circular group of nodules, which had con- 
tinued to break down and heal. The group spread peri- 
pherally, leaving a smooth atrophic space in the centre. 
No Wassermann test had ever been done, and no in- 
vestigation had ever been made of his past history. 
In the meantime the patient had also married, and his 
wife was now in her sixth month of pregnancy. I 
found an area, about 3 by 4 cm. in diameter, behind the 
ear, with a slightly raised irregular border composed of 
minute crusted nodules. Its centre was smooth, pink, 
and atrophic. It invaded the hairy scalp, but the con- 
tiguous parts had been denuded of hair by the x-ray, 
which was also no doubt responsible for some of the 
atrophy and some slight telangiectasis within and with- 


out the borders of the lesion. The Wassermann test was 
Positive. Confronted with this, he admitted that he had 
had syphilis and a small amount of treatment eighteen 
years before, but since it was obvious to him that there 
could be no connection between two such widely separ- 
ated events, and he had never been asked about it, he 
had not thought of mentioning it to his doctor. 


The disastrous result, in loss of health, time 
and money, and confidence in the medical pro- 
fession, as well as the results upon other 
members of the patient’s family, arising from 
such errors are great in the case of the in- 
dividual. In the case of the community they 
are incalculable. 


We must realize that syphilis is common on 
the Canadian Pacific coast. I have been 
astonished at the frequency of such statements 
as, ‘“We have not much syphilis out here,’’ 
which I meet in private conversation or hear 
made before medical meetings. The disease is 
not confined to any one race or nationality, nor 
to one class of industries or professions, nor to 
one grade of society. We must recognize cer- 
tain circumstances as being legitimate arousers 
of suspicion. We must be on the alert for 
them, and when we encounter them, resolve 
not to leave them unaccounted for. We must 


not be turned aside, nor have our suspicions 
blunted, by trivial considerations. 
which I have used as examples are not all from 
one city, nor all from this province, nor even 


The cases 


from Canada alone. Allowing syphilis to slip 
past undetected, and even unsuspected, is not 
a fault of the profession in any particular dis- 
trict or country. It is widespread, as witness 
the quotations I have introduced from Professor 
Stokes. The remedy does not lie in the use of 
elaborate technical procedures. The Wasser- 
mann test with its various refinements and 
modifications is a valuable aid. The dark-field 
microscope is essential in settling the diagnosis 
in early doubtful cases, but in the main it is 
the man and not the test-tube and slide that 
counts, just as in all other fields of medicine. ° 
‘‘Know syphilis in all its manifestations,’’ the 
injunetion of the Master Physician, was not 
addressed to a group of specialists. It was 
laid upon all. We must be clinicians, and study 
syphilis as they did in the days before the 


spirochete and complement fixation were 


spoken of. 
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PRIMARY CARCINOMA OF THE LUNGS AND BRONCHI* 


By Gero. Hopger, M.D., 


Montreal 


URING recent years medical literature has 
contained many references to carcinoma of 
the bronchi and lung, and statistics and con- 
clusions of various observers seem to definitely 
indicate that cancer of the lung is not now re- 
garded as being so rare as it was previously 
considered to be. Whether this is due to more 
accurate diagnosis or to increased frequency is 
another question. 

As the majority of these tumours originate 
in the bronchi and spread from there to the 
surrounding lung tissue I shall consider this 
subject from the viewpoint of the broncho- 
scopist. I intend to show that in the opinion 


of most authors a bronchoscopic examination 
may be of the greatest value in arriving at an 
early diagnosis, thus allowing early operative 


treatment. 

It is generally agreed that malignant disease 
of the lung is increasing. Various causes have 
been suggested for this increase. It has been 
thought, for instance, that the irritation of 
gasoline fumes and the inhalation of particles 
of tar may play a part. All pulmonary infec- 
tions are thought by Wohl’ to constitute an 
important factor, and the after effects of 
gassing and chronic inflammation have been 
regarded by numerous authors as predisposing 
to pulmonary carcinoma. Various workers in 
studying the pathology of influenza during 
recent epidemics have pointed out the frequent 
destruction of the basement membrane of the 
epithelial structures and they have suggested, 
because of the epithelial overgrowth, that in- 
fluenza influences the development of malig- 
naney of the lung. Ewing? thinks that the 
other etiological factors are tuberculosis and 
anthracosis, and he discusses the cellular over- 
growth and the alteration of bronchial and pul- 
monary epithelium which is very frequently 
found in old tuberculous healed lesions. 

Authors generally agree that almost 90 per 


* Read at the Ear, Nose and Throat Section, Ontario 
Medical Association meeting, Hamilton, May 30, 1929. 


cent of these tumours originate from the 
bronchial epithelium and comparatively few 
from the parenchyma of the lung. Indeed, 
Adler,? who has collected statistics concerning 
a large number of reported cases, says that a 
primary carcinoma of the lung is a bronchial 
carcinoma. We should have a more clear 
mental clinical picture, according to McRae 
et al.* if the term pulmonary carcinoma was 
reserved for those cases in which a bronchial 
tumour had been excluded by careful clinical 
and bronchoscopic study. 

Statistics vary as to the frequency of 
primary carcinoma of the lung. The estimate 
which Ewing gives of 1 per cent, as compared 
with the total number of carcinomas in all 
parts of the body, is perhaps too low, as recent 
German statistics, chiefly those collected at 
Hamburg and Leipzig, have revealed an in- 
cidence of from 9.4 to 15.5 per cent. Kikuth® 
has reported from Hamburg that pulmonary 
carcinoma is one-third as common as gastric 
carcinoma. Staehelin,® of Basel, and Ber- 
blinger, of Jena, have reported an incidence of 
5 per cent and 8.3 per cent, a definite increase 
from previous records. 

The disease is much more frequent in males 
and oceurs almost four times as frequently in 
them as in females. The great majority of the 
patients affected have been over 35 and be- 
tween 40 and 70 years. 

The following forms of primary carcinoma 
have been described: (1) Infiltrating; (2) mul- 
tiple nodular; (3) solitary nodular; (4) 
miliary; (5) mixed. 

Kirklin, Paterson and Vinson,’ in a recent 
article, state that the true parenchymal car- 
cinoma always begins as a single nodule and 
from this stage grows to become the so-called 
lobar type. Histologically, primary carcinoma 
of the lung has been classified as: (a) cylin- 
drical type; (b) squamous-celled type; (c) 
mixed cell type. 

Ewing however, discusses it as arising from: 
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(a) The bronchial epithelium.—This produces 
extensive changes in the bronchial mucosa, ad- 
vaneing along the walls of the bronchi, septa 
and pleura. Ewing quotes various authors as 
stating that where high cylindrical cells occur 
and are also found in the metastases this in- 
dicates an origin from the bronchial mucosa. 

(b) The alveolar epithelium. — He describes 
under this heading diffuse and nodular types 
of carcinoma. 

(ec) The bronchial mucous glands.—Tumours 
arising from the mucous glands are char- 
acterized by limitation of their growth, chiefly 
to the walls and submucosa of the bronchi, 
freedom from ulceration of the mucosa, narrow- 
ing rather than dilatation of the bronchi, and an 
adeno-carcinomatous structure. 

In 374 eases Adler found the following asso- 
ciated pathological conditions: pleural fluid in 
varying amounts in 12 per cent of cases; 
cavities (large and small) in 16 per cent; 
bronchiectasis in 7 per cent; tuberculosis in 5 
per cent. 

Jackson® found in an analysis of 187 col- 
lected cases that the right side was involved in 
40 per cent, the left side in 47 per cent. In 9 
per cent the situation was at the bifurcation, 
and in 4 per cent the site of involvement could 
not be determined. 

SYMPTOMS 

Most authors agree that there are no patho- 
gnomonie symptoms of carcinoma vi the lung 
and that they may vary greatly, some being 
metastatic in character and some pulmonary. 
Kirklin e¢ al. divide primary carcinoma into 
three groups, two main ones, bronchial and 
parenchymal, and a late or combined group, 
and they have attempted to classify these 
groups clinically. In the bronchial type there 
is a history of early chronic persistent cough, 
frequently associated with blood-tinged sputum 
or hemoptysis. Usually there is some loss of 
weight. Occasionally, there is found unilateral 
density at the hilum, but more constantly 
atelectasis of a lobe due to bronchial obstruc- 
tion is seen. The parenchymai iype is more 
latent. In this group there is definite loss of 
weight and pain poorly localized in the chest. 
At a later date the bronchus may become in- 
volved and then the lesion resembles the 
bronchial group. 

The symptoms which have been analyzed by 


Brunn® in 626 cases are both interesting and 
instructive. 

Cough.—This occurred in 65 per cent and was 
usually the first symptom to appear. There 
was seldom anything characteristic about it, 
and there were usually periods of aggravation 
and improvement. Occasionally, the cough was 
continuous and in the later stages resembled 
that occurring in aortic aneurysm. 

Hemoptysis——This occurred in 40 per cent, 
either as definite hemorrhage or as blood 
streaked sputum. The expectoration may be 
muco-purulent and profuse or mucoid and 
scanty in character. The current jelly sputum 
is said to be rarely encountered. Fragments of 
tumour tissue have occasionally been found 
after a careful search of the sputum. Hemop- 
tysis may occur early and vary from a slight 
discolouration of the sputum to a moderate 
hemorrhage. A large fatal hemorrhage seldom 
oceurs. 

Pain.—This occurred in 60 per cent of cases. 
It is usually early and may take place without 
any other pulmonary symptoms. It may be 
sharp or dull and aching, intermittent or con- 
stant. 

Dyspnea was present in 50 per cent of 
eases. It is frequently an early symptom but 
usually is found later than the others and is 
generally due to occlusion of one of the larger 
bronchi by the tumour. It is often most 
marked upon exertion. 

Loss of weight.—This was comparatively early 
in about 35 per cent of cases. It may be the 
only symptom complained of and may continue 
for a long time before a physician is called. 

Fever was noted in 45 per cent of cases; in 
many of these it was due to secondary infec- 
tion, such as tuberculosis, bronchitis, ete. 
There seems to be, he thinks, a tendency for a 
slight degree of fever in uncomplicated cases 
of carcinoma of the lung. 

Pressure symptoms.—These were as a rule 
late, unless due to an early metastasis; re- 
current laryngeal paralysis occurred in about 
4 per cent of cases. 

Effusion.—This was found in a high percent- 
age of cases, and was present early in about 
15 per cent and at some time in 45 per cent. 
It was usually late. Brunn states that the 
presence of effusion in cases without a previous 
history of any pulmonary lesion should put the 
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clinician on his guard against possible malig- 
naney. 

Tuberculosis was found in 9 per cent of the 
eases, and he thinks that a more careful ex- 
amination should be made for carcinoma in 
autopsies on tuberculous patients. 

Metastases occurred in 85 per cent of cases, 
and many of the initial symptoms were due to 
metastatic involvements. The brain was in- 
volved in 12 per cent; the kidneys in 20 per 
cent; the liver in 30 per cent; the heart in 21 
per cent; the supra-renals in 14 per cent; the 
other tissues in 3 per cent. 

Jackson states that extra-thoracic metastases 
occur late. Freid’® believes that they occur 
Kirklin et al. believe that metastases 
occur early in the supraclavicular nodes. 


early. 


PHYSICAL SIGNS 


I do not intend to emphasize clinical signs; 
in the bronchial type they are usually those of 
bronchial obstruction. Percussion varies, but 
generally reveals dullness or flatness if com- 
plete obstruction is present. Breath sounds 
may be absent over a lobe and the next day 
may be heard with rales. This change, McRae 
thinks, should always suggest bronchial ob- 
struction. When pleural effusion oceurs or an 
abscess develops peripheral to the new growth 
the clinical picture becomes more difficult. 

The blood examination show a normal count 
or varying degrees of anemia and leucocytosis. 

I have been able to obtain records of 10 cases 
of primary carcinoma, of the lung occurring in 
the wards of the Montreal General Hospital 
from 1918 to 1928. Nine of these occurred be- 
tween 1925 and 1928. Seven of these patients 
were men and three women. The youngest was 
26 years of age, the oldest 68. 

The symptoms and complaints were very 
similar to these quoted above and the age in- 
cidence about the same. In one of our patients 
enlarged supraclavicular glands, as noted by 
Kirklin et al., were an early sign of pulmonary 
malignancy. <A brief review of one of these 
eases will, I hope, illustrate some of the points 
in this paper. 

Walter R., aged 58, first came to the Montreal 
General Hospital in June, 1926. His previous history 
was unimportant, with the exception that he had 
worked ten years in a coal mine. 


He complained of loss of strength and weight, 
cough, expectoration, steady pain in the chest. 


These complaints he dated from January, 1926. 
He was admitted to Dr. Peters’ service and his 
physical examination in the ward showed diminished 
expansion upon the right side and impaired resonance 
over the lower portion of the right lung. The breath 
sounds were found to be diminished in the upper por- 
tion and absent in the lower part of the right lung. 
There was marked clubbing of his fingers. 

An x-ray showed the trachea pulled slightly to the 
right and a dense dome-shaped shadow in the lower 
portion of the right chest. 

Bronchoscopie examination showed the trachea to 
be deviated to the right; the carina appeared to move 
laterally. Marked loss of movement was noted upon 
the right side, the bronchi appearing fixed. The right 
lower bronchus appeared to end suddenly and a 
definite nodular mass could be seen bulging into the 
lumen. Upon palpation this mass appeared firm and 
immovable, and bleed very easily, suggesting carcinoma. 

The patient died several weeks later and a post- 
mortem examination showed primary bronchial car- 
cinoma upon the right side. In both lungs marked 
anthracosis and fibrosis was also noted. The micro- 
scopic diagnosis was squamous-<elled carcinoma. 


DIAGNOSIS 


Jackson,’* who has done so much to develop 
bronchoscopy, thinks that it has brought to the 
aid of the surgeon an absolute certainty of 
diagnosis not otherwise possible. And _ this 
view is concurred in by Lilienthal,'* who states, 
in his recent book on thoracic surgery, that 
‘‘Bronchoseopy is the most important diag- 
nostic aid we have in tumours of the lung, but 
beeause physicians as a rule have an erroneous 
idea of the difficulties and dangers of broncho- 
scopy it is usually reserved as a last resort 
instead of being the first and most natural 
thing to do. Most of the malignant tumours 
have their beginning in a bronchus, and are in 
easy reach of the endoscopist’s forceps, so that 
a snipping for microscopic examination can be 
made.’’ 


Grove and Kramer™ think that a pulmonary 
neoplasm should be considered when a patient 
in the cancer age, showing no symptoms of 
cardiac, renal or arterial disease, begins to 
cough and is short winded. We are sometimes 
apt to depend too much upon the x-ray in the 
diagnosis of thoracic lesions. Carcinoma occur- 
ring in a bronchus near the lumen will not at 
first be found by the x-ray unless it causes 
stenosis, and an intra-bronchial tumour may 
cause considerable dyspnea without any infil- 
tration or lung shadow being seen. When com- 
plete bronchial stenosis occurs atelectasis is 
found beyond the lesion; when there is only 
partial obstruction bronchiectasis is frequently 
found. 
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Kirklin et al. state that in x-ray pictures of 
the parenchymal type there is found a round 
nodule with infiltrating edges and lying free in 
the lung tissue. Later, a part or the whole 
lobe becomes involved. They believe that in 
the later stages there is a combination of the 
two types, bronchial and parenchymal, and 
that the actual lesion is recognized usually by 
involvement of the pleura or by infective 
processes. Dyspneea is then usually found with 
the usual cough, expectoration, ete. 

Amongst the more important lesions which 
may obseure the diagnosis McRae et al. cite 
the following. 

1. Luberculosis. — Involvement of the lower 
lobes of the lung with the apices clear is 
strongly against tuberculosis. Fishberg and 
Slunbach™ state that there are two symptoms 
found in carcinoma, rarely seen in tuberculosis; 
these are pain in the chest and dyspnea. 

2. Foreign body in bronchus.—This may give 
the same signs and symptoms as a tumour and 
unless the foreign body is opaque and shows by 
x-ray, the diagnosis without a bronchoscopic 
examination may be difficult. 

3. Abscess.—This may cause some trouble in 
diagnosis if the whole lobe is involved and if 
the lesion obstructs a bronchus completely, with 
absenee of purulent expectoration. 

4. Pressure on a bronchus from without.—A 
bronchoscopic examination will help to differ- 
entiate aneurysm or pressure from a new 
growth originating in the lung parenchyma and 
involving the bronchus, or from enlarged 
mediastinal nodes. 

6. Cancer of the trachea.—This may give rise 
to symptoms so similar to bronchial involve- 
ment that only a bronchoscopic examination 
will differentiate between the two. 

Vinson believes that although the broncho- 
scope is an almost certain means of diagnosis 
in most eases of bronchial carcinoma it is worse 
than valueless in the hands of the in- 
experienced. Jackson also emphasizes the 
value of constant examination of the tracheo- 
bronchial tree in order that one may recognize 
variations from the normal. 

The neoplasms seen in bronchoscopic ex- 
amination may be pedunculated. Occasionally 
enlarged tortuous vessels may be found cours- 
ing over these growths, and, as Jackson has 
pointed out, longitudinal ridges filled with 
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blood on the mucosa are often seen proximal to 
the new growth. Some ulcers look malignant, 
others have a granulating bleeding surface, and 
a microscopic examination is usually necessary. 

Normally, the carina moves upwards and 
forwards on inspiration, and downwards and 
backwards on expiration. Broadening is al- 
ways important and it is very often, associated 
with cancer although most frequently due to 
tuberculosis. Where a neoplasm is found, the 
bronchus and the surrounding lung tissue do 
not move normally, and there is usually some 
interference with the pulsation from the heart 
and large vessels which occurs synchronously 
with the heart beat. The whole picture Jack- 
son has well deseribed as being ‘‘ wooden.’’ 

Deviation of the bronchi with bulging walls 
is occasionally seen where the tumour com- 
mences in the lung parenchyma and later in- 
vades one of the main bronchi. Where the 
bronchial mucous membrane is involved it is 
always possihle to obtain a snipping for micro- 
scopic examination. Where there is_peri- 
bronchial involvement it is unwise to bite 
through normal tissue. The presence of an 
aneurysm must always be excluded. 


PROGNOSIS 


This has previously been considered hopeless, 
but with early diagnosis an opportunity for 
early operation may be possible. Jackson re- 
ports one patient well after three years; 
another for two years under x-ray therapy. 
Orton” removed a pedunculated carcinomatous 
growth through the bronchoscope and the 
patient was well four years later. Jackson re- 
ports one well eleven years later, after similar 
treatment. Brunn thinks the squamous-celled 
carcinoma has a slower and more chronic 
course and that this type will be eventualiy 
found to be the most operable, especially if 
peripherally placed. Sauerbruch, Brunn, Le- 
hartz, Davies and others have successfully 
operated on patients, in most cases doing 
lobectomy, their patients being alive for vary- 
ing periods from five months to five years. 


SUMMARY 


1. Most authors agree that primary ear- 
cinoma of the lung is increasing in frequency. 
2. An early diagnosis is essential for any 
form of treatment, and in a large proportion of 
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eases a positive diagnosis can be made by 
bronchoscopy, when a snipping for microscopic 
examination can be taken. 

3. Male patients in the cancer age with per- 
sistent cough, associated with a small but fre- 
quently blood stained sputum, and with a con- 
siderable loss of weight, suggest involvement of 
the bronchi. 

4. All patients in the cancer age having 
obscure pulmonary symptoms, whose cause has 
not been determined by x-ray and clinical ex- 
amination, should have a bronchoscopic ex- 
amination. 
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PREGNANCY AS A CAUSE OF DISTURBED VISION* 


By J. Rosensaum, M.D., 


Montreal 


ROM a biological point of view pregnancy and 
labour represent the highest functions of 
the female reproductive system and should be 
considered as normal processes. But when we 
recall the manifold changes which occur in the 
maternal organism it is apparent that the border 
line between health and disease is less distinctly 
marked during gestation than at other times, 
and derangements so slight as to be of little 
consequence under ordinary circumstances may 
readily give rise to pathological conditions 
which seriously threaten the life of the mother 
or the child or both. 

In this communication the writer wishes to 
detail the case histories of five patients who 
came under his observation in the last seven 
years for disturbances of vision associated with 
pregnancy and lactation. 


CASE 1 


Summary.—Partial optic atrophy in left eye 
during her third pregnancy ; total optic atrophy 
in left eye during her fourth pregnancy, and 
partial optic atrophy in the right eye; total 


* Read at the Sixtieth Annual Meeting of the Can- 
adian Medical Association, June 20, 1929. 


optic atrophy in the right eye during her fifth 
pregnancy. 

Three years later, bilateral optic atrophy; no 
perception of light. 


History.—Mrs. B., aged 28, pregnant at the seventh 
month, the fourth pregnancy, complained of disturbed 
vision in both eyes. She said that she had lost the 
vision of the left eye with her last pregnancy but had 
recovered somewhat after the birth of the child. Vision 
now in the left eye was the perception of fingers close 
to the face; in the right eye, 20/30. 

Examination.—External appearance of the eye was 
normal. Fundus of left eye showed primary optic 
atrophy; the disc, quite pale and atrophic; vessels of 
normal calibre. The right eye presented some hyper- 
emia of the optic disc; no hemorrhages. The patient 
was advised to enter hospital, and while undergoing 
systemic examination her vision in the right eye became 
reduced to fingers. The general examination gave no 
information. The Wassermann test of the blood and 
cerebrospinal fluid was negative; x-ray of the chest and 
head was negative. Owing to the rapid reduction of 
sight, induction of labour was performed, without any 
untoward effects. On the third day the patient stated 
that her vision was clearing and she was able to 
recognize large objects. In about three weeks the hyper- 
emia of the dise cleared up, and vision improved to 
20/40 in the right eye. The patient was warned not 
to have any more pregnancies. About eighteen months 
later she was pregnant with her fifth child, and in the 
seventh month came complaining of poor sight in the 
right eye. She was admitted to the Jewish Maternity 
Hospital where the writer was asked to see her. Vision 
was then as follows: right eye, 20/200, and there were 
no changes in the fundus; left eye, optic atrophy, no 
perception of light. Induction of labour was advised, but 
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the patient refused. She was discharged from the hos- 
pital and re-admitted into a small private maternity 
hospital. While there she was allowed to go through 
with the pregnancy, and was delivered of a normal baby. 
A small piece of placenta was examined by Dr. Oertel, 
who reported that the condition of the vessels suggested 
a chronic syphilitic infection. Three years after patient 
was asked to be re-examined, and the following condi- 
tions were found: bilateral optic atrophy; no perception 
of light in both eyes. 


Here a diagnosis of syphilitic optic atrophy 
was made mostly from the pathological findings 
in the placenta reported by Dr. Oertel, and the 
ocular changes were believed to be due to a 
syphilitic affection of the optic nerves, which 
went on to atrophy as a result of the strain of 
the recurrent pregnancies. 


CasE 2 


Summary.—Failing vision noticed in the see- 
ond week during the puerperium. Mild optic 
neuritis was noted, followed shortly by intense 
retrobulbar neuritis with secondary hemor- 
rhages on the dise. 

In the left eye, no perception of light; the 
right eye pereeived only hand movements; 
central scotoma in both eyes. Three weeks later, 
the left eye perceived five fingers in the nasal 
field; with the right eye, in the nasal field, 
fingers were perceived at two feet. With the 
onset of menstruation, further loss of vision. 
Left eye, hand movements only could be seen; 
right eye, faulty perception of light. A month 
later: left eye, 4/200; right eye, 1/200; large 
central seotoma. Final examination, June, 1927; 
recovery with restoration of normal vision in 
both eyes. 


History.— Mrs. V. F., aged 23 years, began to vomit 
almost daily from the beginning of her first pregnancy, 
and continued vomiting until the beginning of labour, 
which was attended with great difficulty and straining, 
and lasted two days. She was finally delivered of a 
male child (breech presentation), on February 15, 1925. 
Uterine bleeding was of normal amount. The first week 
of her puerperium was not attended by anything un- 
usual, but at the beginning of the second week she noted 
a blurring of vision in both eyes and pain on moving 
the globes. This passed off quickly in a day or two and 
she paid no more attention to it. On March 25, 1925, 
blurring of vision and headaches reappeared, when the 
writer was asked to see her. The patient was in bed, 
and looked fairly well, except for slight pallor, which 
was not unusual at the time. 

Examination.—The external appearances of the eyes 
were normal; the lids were clear and there was no red- 
ness of the globes; the pupils were equal, regular and 
active; and the patient complained of only slight pain 
on moving her eyes. Ophthalmoscopic examination showed 
a beginning optic neuritis on both sides. The veins 
were engorged and tortuous, while the retinal arteries 
were of normal calibre. There were no hemorrhages 
anywhere. She was able to read ordinary newsprint. 
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There was no limitation of the field of vision and no 
secotoma. The result of the systemic examination which 
included x-ray of sinuses, head, chest, the urine, and a 
Wassermann test, were negative, except for four in- 
fected teeth which were extracted the following day. 
A cerebrospinal fluid test was suggested, but was re- 
fused by the husband. Discontinuance of nursing was 
advised. The third day following extraction of the 
teeth vision rapidly became reduced to hand movements 
on both sides, and a marked central scotoma was made 
out with the fingers only, because vision was too low to 
enable one to estimate it with the perimeter. Examina- 
tion of the fundi revealed intense congestion of the 
dises, with numerous hemorrhages on its surface, which 
was more pronounced in the left eye. 

Dr. Byers was called in consultation and confirmed 
the diagnosis of retro-bulbar neuritis with extensive 
hemorrhages in the discs. Between April 1st and 6th 
vision was as follows: left eye, pupil widely dilated, 
no perception of light; right eye, hand movements only 
perceived. The patient was put on potassium iodide, 
strychnine, and hot packs. On April 7th, she saw 
fingers on the nasal side of the field; right eye, hand 
movements perceived, also on the nasal side. April 10th: 
the hemorrhages were slowly absorbing. April® 15th: 
vision in left eye, fingers in the nasal field at one foot; 
right eye, in the nasal field at three feet. The temporal 
sides of the dises were beginning to look pale and atrophie. 
April 20th: left eye, vision in nasal field 2/200; right 
eye, 1/200. April 25th: left eye, nasal field 3/200; 
right eye, 3/200. May Ist: patient began to menstruate. 
The pupils resumed their normal width and were active 
to light. The hemorrhages had absorbed and the vessels 
were of normal calibre and discs quite pale. On May 
12th a marked reduction of vision was noted; left eye, 
hand movements perceived nasally; right eye, faulty 
perception of light. June 1st: pupils moderately con- 
tracted, active to light and accommodation; optie disc, 
atrophic; vision, nasal field, 4/200; right eye, vision, 
nasal field 1/200; a large scotoma existed centrally. 
October, 1926: vision in both eyes, 20/80. June, 1927 
(final examination): left eye, 20/30 with no glasses, 
right eye, 20/30 with no glasses; fields were normal in 
extent for white and colours, but showed a definite 
scotoma for green but no scotoma for blue or red. 


The interesting features in this case are: the 
marked reduction of vision during the active 
stage of the neuritis; secondly, subsequent loss 
of vision after the partial recovery following the 
beginning of the menstrual flow. (As a rule the 
onset of menstruation is supposed to exert a 
favourable influence on inflammatory and he- 
morrhagie diseases of the eye, which is explained 
on the assumption that menstruation rids the 
body of certain toxins) ; and finally the complete 
recovery of central and the field of vision, in 
spite of the manifest optic atrophy of both dises. 


CASE 3 

Summary.—Four previous pregnancies, nor- 
mal. In the eighth month, with the fifth preg- 
nancy, this patient had a convulsion and an at- 
tack of uremia. The uterus was emptied of a 
dead fetus. Eyes: bilateral optic neuritis, with 
superficial and deep retinal hemorrhages; vision, 
no perception of light in either eye. Two weeks 
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later; hand movements seen by both eyes. A 
month later; five fingers were seen close to face. 
A year later; bilateral optic atrophy with 
changes in retina and choroid; vision in both 
eyes, fingers seen at one foot. 


History.—Mrs. R. referred to me by Dr. M. Wise- 
man. There was a history of four previous pregnancies 
with normal deliveries; in the fifth and last pregnancy 
she was fairly well until about the eighth month when 
she suddenly lost her sight, became unconscious, and 
showed signs of profound uremia. In view of the 
serious general condition and secondary eye involvement, 
the patient was taken to the hospital and the uterus 
emptied of a dead fetus. The writer was called two 
days later to see the patient and the following points 
were noted. 

Examination.—There was a double conical cornea. 
The pup:ls were widely dilated and inactive to light or 
accommodation. Fundi: intense superficial and deep 
retinal hemorrhages, with veiling of some of the vessels 
entirely. Marked double optic neuritis; the veins were 
tortuous and dilated. Vision, no perception of light in 
either eye. Diagnosis.—Renal retinitis of pregnancy. 

General examination revealed advanced chronic neph- 
ritis, high blood pressure, and marked albuminuria. Two 
weeks later the patient could tell when the lights were 
on in her room, and with the ophthalmoscope clearing 
of the optic discs and disappearance of the retinal 
hemorrhages could be seen. At the end of three weeks 
the patient could make out hand movements, and when 
she left the hospital five weeks after admission she could 
count fingers four inches from her face. Final examin- 
ation, six months after delivery, disclosed the following: 
pallor of both optic nerves; arteries very much con- 
tracted; disappearance of some of the capillaries; numer- 
ous white areas occupying the macular regions. Vision 
of both eyes, fingers four inches from face. 


The small amount of vision recovered in this 
case can be attributed to the exacerbation of the 
pre-existing chronie nephritis and also to the 
toxemiec products in the circulation, because the 
outcome in the ordinary renal retinitis certainly 
does not usually lead to such disastrous con- 
sequences. 


Case 4 
Summary.—Incipient cataract a month before 
delivery ; complete cataract after confinement. 


History.—Mrs. B. R., aged 30, came to me in 1926, 
complaining of defective vision of the left eye which 
began about a year previously, one month before she 
gave birth to her first male baby. The blurring gradu- 
ally increased until about two months ago when she 
could only see large objects. At no time during her 
pregnancy could she remember having had any pain or 
discomfort about her eye. 

Examination.— The lids, conjunctiva, cornea and 
iris were found to be normal. The left lens showed a 
diffuse opacity of all the layers except around the 
equator, where one could just about see the red reflex 
of the fundus. The tension was normal. Vision, fingers 
at three feet. The blood, Wassermann test, and x-ray 
examination of the chest, sinuses and teeth, were nega- 
tive. Right eye, vision 20/20. 


The cataract formation in this case may per- 
haps be explained on the assumption of an altered 


composition of the intraocular fluids associated 
with the pregnancy, but it does not explain why 
one eye alone should be affected; one would 
expect a bilateral involvement such as occurs in 
diabetes—unless there was a pre-existing disease 
in the eye before pregnancy. 


CASE 5 

Summary.—First pregnancy, normal. In the 
second half of her second pregnancy failing 
vision was noted. Six months after confine- 
ment: bilateral chronic glaucoma; left eye, 
vision 20/120; right eye, fingers. Treatment.— 
Elliot trephine operation. Two months later: 
vision in left eye, 20/40; right eye, no improve- 
ment. 


History.—Mrs. R. G., aged 28. No history of any 
previous illness. Two children. During pregnancy with 
the last child her eyes were weak. She felt tired and 
could not read for any length of time. This lasted 
throughout her pregnancy, and a month after the birth 
of her child she noticed that reading became more diffi- 
cult and at times she would have blurring of vision, 
especially towards the end of the day, and some head- 
aches. .This continued for about six months, when she 
was referred to the writer . There was never any history 
of rainbow colours. The general examination gave nega- 
tive information. The Wassermann test of the blood 
was negative. Examination December, 1926, showed the 
following. 

Examination.—Left eye: external appearance of eye 
normal; deep cupping of the optic dise and bending of 
the vessels at the margins; the temporal side of dise 
was quite atrophic; vision was 20/120; tension, 40 mm. 
Hg. Right eye: external appearance normal; deep cup- 
ping of the optic dise and bending of the vessels at the 
margins; vision, fingers at three inches from face; 
tension, 45 mm. Hg. December 20th, the patient was 
sent to the Royal Victoria Hospital under Dr. Byers’ 
service where a general physical examination was carried 
out, but nothing abnormal was discovered beyond her 
eye condition. January 6th, under local anesthesia a 
double Elliot operation was done on the upper part of 
the limbus, with a small peripheral iridectomy. The 
patient made a good recovery and was discharged on 
January 16, 1927. Vision now: left eye, 115’ - 150’, 
20/40; right eye, fingers; tension, 18 mm. Hg. Final 
examination, July, 1927: left eye, 20/60 with 150’; 
20/20 with 150’; tension, 18 mm. Hg.; fields normal. 
Right eye: vision the same; tension, 18 mm. Hg. 


One is at a loss to explain the reason for the 
glaucoma in this case. It is impossible to say 
whether it was due to altered changes in the 
metabolism of the eye, incident to pregnancy, or 
was just a coincidence. 


REMARKS 


Many theories have been advanced to explain 
the disturbances of the eye in pregnancy. It 
would be superfluous to mention them all, as 
most of them are well known. The writer has 
formed an opinion of his own in regard to the 
causes of these conditions, namely, that the 





RICHARDSON : 


women subject to eye disturbances in pregnancy 
and lactation are born with weak eye tissues; 
that the resistance of these tissues is weakened 
or impaired owing to the disturbed metabolism 
incident to pregnancy; and that specific bodies 
or toxins, formed by the mother or fetus, or in 
the placenta, circulate in the blood stream, like 
methyl alcohol, and attack the eyes for which 
they have a specifie affinity, and produce slight 
changes, such as ecchymosis of the lids, and con- 
junctiva, accommodative and muscular asthen- 
opia, hyperasthesia of the retina, as well as more 
serious changes, such as keratitis, uveitis, heemor- 
rhagie retinitis, detachment of the retina, and 
optie nerve atrophy. To my mind, it is unfair 
to the patient to treat her for a toxemia of 
pregnancy when the eye shows serious damage, 
and not only should pregnancy be interrupted at 
any stage of the condition, but these patients 
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should be warned not to take any more risks 
with future pregnancies, especially where they 
already have one or two living children. 


GENERAL SUMMARY 


The lesions in the first three cases, namely, 
primary optic atrophy, retrobulbar neuritis, 
and secondary optic atrophy, can be attributed 
directly to pregnancy. The fourth case (cataract 
formation), and the fifth (chronic glaucoma) are 
more or less borderline cases, and while many 
factors may have had some influences in the pro- 
duction of the changes, nevertheless from the 
history of the patients, I think that they should 
properly be placed under the heading of com- 
plications of pregnancy. 


I am indebted to Dr. W. G. M. Byers for his per- 
mission to report Case 5. 


ULCER* 


By J. W. Ricuarpson, M.D., F.R.C.S. (Epr.), M.R.C.S. (Ena.), F.A.C.S. 


Calgary 


ANATOMY AND PHYSIOLOGY 


‘TO appreciate fully lesions of the stomach and 

duodenum, it is well to review briefly some 
points in the anatomy and the physiology of 
these organs. The stomach in the embryo begins 
when the fetus is about twenty-one days old, 
as a secondary dilatation of the intestinal tube. 
Alvers and Klein have found that peristalsis 
begins along the lesser curvature of the stomach 
near the esophagus, and proceeds in small rip- 
ples which are too small to be seen by the 
fluoroscope but can be seen by direct observation. 
These ripples extend to about the middle of the 
lesser curvature where they develop into waves 
or eycles which have a systole and a diastole. 
They found that a cycle takes about eight to 
ten seconds. Seven-tenths of this time is taken 
in the systole. When food is in the stomach the 
left portion, or fundus, of the stomach goes into 
tonie contraction and feeds the food into the 
right or pyloric end. The action of these waves 
is so timed that when the food is well digested, 
the peristalsis of the stomach and the sphincter 


* A lecture delivered in Saskatchewan in the extra- 
mural post-graduate course, May, 1929. 


of the pylorus and duodenum act in harmony, 
and food is expelled in spurts into the cap of the 
duodenum where it is held for a time. After a 
short time, the duodenum below opens and the 
food from the cap proceeds onward, while the 
pyloric sphincter closes. 

It is not advisable to spend time in discussing 
the theories as to the various causes of pain 
produced by uleers. It is sufficient to note that 
sensory nerves enter the stomach wall, and 
terminate in the muscular coat, but do not ex- 
tend to the mucosa. We now know that both 
vagi send branches to the anterior and posterior 
surfaces of the stomach, and that this nerve 
supplies both acceleratory and inhibitory fibres, 
but that it is principally an accelerator nerve, 
while the sympathetic is essentially an inhibitory 
nerve. Section of the vagus produces weak peri- 
stalsis, slow emptying, and dilatation of the 
stomach, while section of the splanchnic has the 
reverse effect. There is a very marked network 
of nerves around the pylorus, which accounts 
for the marked sensitiveness of this portion of 
the stomach to mental stimuli. MeCrae, quoted 
by Wadge and McSwiney,' has shown that sec- 
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tion of the pyloric nerves causes a diminution 
of hydrochloric acid in the stomach, while 
Edkins* has shown that extracts from the pyloric 
mucous membrane injected into the blood stream 
produce a flow of hydrochloric acid into the 
stomach. From a surgical point of view these 
findings give some rationale for the radical pro- 
cedures employed by some in the treatment of 
gastric ulcers, which aim at the removal of 
pylorospasm, and the diminution of secretion of 
hydrochlorie acid. 

If we now examine the arterial supply of 
the stomach, we find that the lesser curvature 
has a very much smaller blood supply than 
the rest of the organ. 
reeurrent 


It is supplied only by 
branches from the coronary and 
pylorie arteries, while the greater curvature is 
well supplied by the right and left gastro- 
epiploi¢ arteries. 

When we come to consider the musculature 
of the stomach, we discover some very interest- 
ing facts regarding its distribution. The 
outer layer, which is a continuation of the 
longitudinal fibres of the esophagus, is most 
marked along the lesser curvature, where it 
forms a definite band. This layer over the rest 
of the stomach is thin, and consists only of 
irregular bundles of muscle fibres. The 
middle, or circular, layer circles the stomach 
from right to left, and is most marked at the 
pylorus, where it forms the pyloric sphincter. 
The inner layer is of very great 
It does not extend completely around the 
stomach, but partially cireles that organ 
obliquely from left to right, where it is in- 
serted into the longitudinal band, which we 
have previously noticed extended along the 
lesser curvature. When this layer contracts 
it forms a sort of trough along the lesser curva- 
ture. This muscular distribution is very well 
deseribed by Eberts.* The gastric mucous 
membrane, also, has several points of interest. 
We find that over the lesser curvature, along 
what Forsell* described as the ‘‘gastric 
street,’’ it is attached more firmly, and lies in 
four longitudinal folds, two on each side. 
Over the rest of the stomach the mucosa lies 
in irregular folds, and is very loosely attached 
to the underlying tissues. It is interesting to 
recall here the observation that sometimes 
during pregnancy a woman may vomit only 
bile, while the stomach contains undigested 


importance. 


food. This is probably due to the action of the 
muscles of the stomach as already described. 
Another point of interest is the fact that when 
corrosive substances are swallowed most of the 
damage to the mucous membrane is along the 
lesser curvature. 

An experiment of more than passing interest 
is that of Aschoff,> who showed that local 
stimulation of the human stomach immediately 
after death caused local contraction of the 
stomach wall-as well as contraction of the 
whole organ. If we consider now the facts, 
that the lesser curvature of the stomach has a 
smaller blood supply, that when the stomach 
contracts the mucous membrane over the rest 
of the organ is relaxed, that the mucosa on the 
““street’’? is more adherent, and that the 
stomach in contraction squeezes its juices, in- 
eluding hydrochloric acid, into the ‘‘street,’’ 
we can readily understand why ulcers are more 
prone to form along the lesser curvature, and 
also why when onee an uleer has formed it is 
so difficult to heal. 


AGE, SEX, AND FAMILY INFLUENCES 


Uleer occurs about three times as often in 
men as in women. It is found in young people, 
and is more common in spring. It is well to 
remember that certain families appear to be 
predisposed to the formation of peptic ulcers, 
and these supply us with what are known as 
‘‘ulcer formers.’’ 


ETIOLOGY 

The theory has been advanced that anemia 
is a factor in the production of ulcers. This is 
probably true, but it is an interesting observa- 
tion that patients with pernicious anemia 
rarely develop ulcers of the stomach or duo- 
denum. This is probably due to the fact that 
there is a lowered acid content of the stomach 
in these cases. 


RELATION TO CARCINOMA 


It is opportune at this point to consider the 
incidence of cancer in gastric and duodenal 


ulcers. The literature is filled with data re- 
garding this subject, but it would seem that the 
trend of opinion is that cancer rarely develops 
on a gastric ulcer, although only two years ago 
McCarty, of the Mayo Clinic, asserted that 68 
per cent of their cases showed malignant de- 
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generation. 


The marked difference of opinion 
regarding cancerous degeneration in gastric 
uleers is probably due to the controversy among 
pathologists as to what constitutes malignancy. 


SYMPTOMS 


The symptoms of peptic ulcer may be the 
classical ones of pain in the epigastrium, or 
only general discomfort immediately after food, 
or from one to three hours after, which is re- 
lieved by soda, food, or vomiting. There is 
nearly always an inerease in the total and re- 
lative acidity of the gastrie juice. 
petite is usually good. 


The ap- 
Vomiting and belching 
of gas is often a prominent symptom. There 
may be tenderness over the duodenum. 

A correct diagnosis can be made radio- 
logically in about 98 per cent of cases. 


TREATMENT 


Nowhere in the whole realm of medicine do 
we find such a difference of opinion as to 
whether ulcers should be treated medically or 
surgically. It may be well at this point to 
take stock of some of the arguments. 

First we shall consider the advantages and 
disadvantages of medical treatment. This can be 
applied by most medical men. Duodenal ulcers, 
especially, show a tendency to spontaneous heal- 
ing. Cases of old healed ulcers have been found 
at post-mortems, where no history of stomach 
trouble, or only a transient indigestion, has been 
found during life. We all have known many 
patients who are well and have been well follow- 
ing medical treatment, even where this procedure 
has not been carried out in the most accepted 
manner. Aside from obstruction, hemorrhage, 
or perforation, medical treatment is safe, 
especially in duodenal eases. Medical and 
dietetic treatment of necessity must be pro- 
longed. The difficulty in persuading people of 
certain temperaments to carry out a prolonged 
treatment is obvious. There is no anatomical 
change following medical procedure. The prob- 
ability of recurrence following this treatment 
is no greater than in the ease of surgical inter- 
vention. After failure of surgical treatment we 
must carry on with medical and dietetic efforts. 
As in the case of diabetes, the education in 
dietetics following a course of medical treat- 
ment is very important. The ulcer-forming 
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type of individual will probably continue to 
develop ulcers under either treatment. 


Conversely, where a pathological destruction 
of tissue has been brought about, such as nar- 
rowing of the pylorus or cicatricial contraction 
of the stomach, it is evident that only surgical 
measures are of much avail. If after six months 
or a year of careful intelligent medical treat- 
ment the symptoms still persist, especially if 
the patient is young, surgical intervention 
should not be denied these people. Most cases 
of gastric ulcers, especially in older persons, 
should be treated surgically, if a competent sur- 
geon is available. Walton,® of London, states 
that in cases of gastric ulcers treated by gastro- 
jejunostony and resection of the ulcerated area 
a gastro-jejunal ulcer never occurs in the new 
stoma. Judd, of the Mayo Clinic, and others 
substantiate this. In both gastric and duodenal 
eases the ulcer should be removed, no matter 
what form of surgical procedure is adopted. 


It may be well here to emphasize a few points 
in the medical treatment of ulcers. Alkaline 
treatment, to be successful, must be intensive. 
It is well to remember that, normally, the secre- 
tion of gastric juice is regulated by the neces- 
sities of digestion, and when digestion is com- 
pleted the seeretion of acid practically ceases. 
This is not the case in most gastric and duodenal 
ulcers, where the secretion of acid continues 
when there is no food to combine with it. Acid 
produces spasm of the pylorus and contraction 
of the stomach. Contraction produces tension 
on the ‘‘gastric street’’, and the tendency to 
non-healing of the ulcer increases. 


Extract of belladonna (gr. 1/6) is a very use- 
ful drug, for it not only lessens pylorospasm, 
which is nearly always present, but it also acts 
by inhibiting the secretion of hydrochloric acid. 
Oils and fats should be judiciously given, for 
they also tend to prevent secretion and to 
neutralize the effect of the acid. Patients should 
be put to bed for two weeks, if possible, and 
freed from all mental worry. A good powder to 
use consists of soda bicarbonate, 144 0z., magne- 
sium carbonate (heavy) 14 0z., bismuth carbon- 
ate, 1 oz. One teaspoonful of this powder should 
be given every two hours during the day, with a 
double dose at bedtime. The powder is best 
taken in a little milk or water. If there is any 
pain or discomfort between doses, the fre- 
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quency of administering the powder should be 
increased. 

The diet should be milk, to which cream is 
added. After eight days the diet may be 
gradually increased. Moynihan has emphasized 
the desirability of refraining from smoking. 
The patient should be given a diet sheet to 
follow when he returns home. 

Given a ease where adequate prolonged 
medical treatment has failed, or where there is 
pathological obstruction, as shown by a six- 
hour residue on radiological examination, or 
where the patient is unable to intelligently 
carry out medical treatment, or where cancer 
is suspected, or where there is a marked gastric 
uleer, surgical intervention is the procedure of 
choice. 

We are now confronted with the question as 
to what type of operation is most desirable. 
While practically all surgeons of note are now 
agreed that the ulcer should be resected, not all 
are agreed that this procedure with a gastro- 
enterostomy is sufficient. Partial gastrectomy 
is the procedure of choice with an ever grow- 


ing number of operators. It is undoubtedly an 
operation of greater magnitude, and, in the 
hands of the less expert, is fraught with greater 
danger. 


In a series of very interesting experi- 
ments carried out by Portis,’ of Chicago, in an 
endeavour to ascertain any change in the in- 
testinal flora following resection and gastro- 
enterostomy, it was found that after a resection 
of the stomach the organisms in the jejunum, 
duodenum and stomach tended to resemble 
those in the normal large intestine. This is 
probably due to the lack of acidity and the 
increase in alkalinity of these parts. With 
gastro-jejunostomy, there is no change in the 
normal flora. What deleterious effect this dis- 
turbance in the flora may have has not yet been 
estimated. Some surgeons prefer to do a duo- 
denostomy or jejunostomy first, and then feed 
the patient through the stoma. In this way 
they believe the stomach will be put to rest and 
the uleer will heal. While this is true to a 
certain extent it does not fulfil all the require- 


ments. It may not stop the gastric secretion or 
relieve the pylorospasm, which is probably due 
to the ulcer; it does not furnish anything to 
combine with the acid in the stomach, though it 
does relieye the actual mechanical irritation 
due to food in the stomach. It would appear 
that, for most of us at least, a _ gastro- 
enterostomy, in which the stoma is large 
and placed at the most dependent part of 
the stomach, with resection of the ulcer by 
the actual cautery, would be the procedure of 
choice. Of course, a very satisfactory alterna- 
tive is a gastro-duodenostomy. It is probably 
unnecessary to remark that any operation per- 
formed without due consideration to patho- 
logical conditions in other parts of the ab- 
domen would be simply courting failure. 


After operation nothing is given by mouth 
for the first twenty-four hours, or while nausea 
is present. Warm water or weak tea, in half 
oz. quantities, each hour, should be the first 
food given. Thirst should be combated by 
rectal glucose solution (5 per cent), or dextri- 
maltose (5 per cent), the latter being less ir- 
ritating. Patients having much shock should be 
given glucose intravenously, together with 
sufficient insulin to insure its proper meta- 
bolism. A liquid diet should be given for 
seven days, then the diet should be gradually 
changed to a soft course. Pulmonary com- 
plications should be treated by forced respira- 
tion and carbon dioxide inhalations. After 
two weeks the patient may be discharged, and 
should be given a diet sheet together with care- 
ful instructions as to what he should and should 
not eat. 
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THE VALUE OF THE AUDIOMETER IN INDUSTRIAL MEDICINE* 


By G. E. Tremsie, M.D., C.M., 
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Montreal 


URING the past few years the attention of 
otologists has been concentrated on the 
audiometer, an electrical device for testing 
hearing. Various makers have devised these 
instruments but the best known is that of the 
Western Electric Company of America. Having 
passed the experimental stage, it is now recog- 
nized as an accurate instrument for charting 
sound, as perceived by the ear, and as a diag- 
nostic aid in the differentiation of the various 
types of deafness. In other words, the informa- 
tion obtained by the audiometer is the same as 
that found by means of the older tuning fork 
tests, but has the advantage of being much 
more accurate. 

Although an instrument such as this is quite 
technical and falls into the field of the 
specialist, it might also be of interest to others, 
especially those dealing with compensation 
cases, now that industrial medicine and medical 
insurance have come so prominently to the 
fore. The purpose of this paper, therefore, is 
to show how easily and quickly an accurate 
chart of the hearing can be obtained, and its 
usefulness as a permanent record. 

Until four or five years ago practically all 
hearing tests were carried out by means of 
tuning forks, aided by the whispered and con- 
versational voice and the watch. In this 
manner experienced otologists, after correlat- 
ing the various tests each in his own way, 
could arrive at a fairly accurate conclusion as 
to the condition of the patient’s hearing. How- 
ever, the personal error was sometimes very 
great, for although a fork in the hands of one 
observer shows fairly constant results, the same 
fork vibrated by another might easily show a 
variation, due to the force of the vibration. 
Further, different forks used by the same ob- 


*Read before the Industrial Medical Association 
of the Province of Quebec, Montreal, October 29, 1929. 


server have different periods of vibration, while 
in contrast, the audiometer gives a pure tone 
of standard intensity and a minimum intensity 
necessary to excite the auditory nerve is de- 
termined, rather than the length of time during 
which a tone is heard. The great advantage of 
the audiometer over previous testing methods 
is that it is standardized, so that an audiogram 
or chart taken by one observer will correspond 
very closely to that of another observer taken 
on the same patient but by a different instru- 
ment. 

As a rule it requires but a short time to 
learn to take the tests and the error in observa- 
tion is very small. In people of average intel- 
ligence a complete test can usually be made in 
from five to eight minutes, but in backward 
people or those of a nervous temperament a 
little longer may be required. 

The variation in the personal error is not 
usually, more than five sensation units. This is 
very important in the case of a patient moving 
to another city, especially when treatment is to 
be carried on by a confrére. 

Apart from the audiogram being a _ per- 
manent record for reporting cases and to note 
improvement or progression of deafness, it is a 
common ground for discussion, and in industrial 
and legal cases a definite loss in percentage of 
hearing may be determined. And last but not 
least, as a rule, malingering is exposed without 
difficulty by means of the audiometer. Although 
it can be usually detected with the tuning forks, 
the audiogram tracing affords the information 
more easily. 

A short description of the apparatus will help 
to bring out certain points. 

The audiometer is an electrical apparatus 
resembling a radio and is contained in a 
wooden box about one foot square in section, by 
two feet long. It consists of a vacuum tube 
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oscillating circuit, capable of furnishing very 
pure waves of pitches 64, 128, 256, 1024, 2048, 
4096 and 8192 double vibrations per second. 
The instrument is started by turning the knob 
until the reading on the dial shows sufficient 
value of filament current. The frequency is 
varied by means of four keys in the upper right 
hand corner of the panel. 


Receiver 


Tone 
Interrupter § 
Button 


Filament 
Current 
Meter 


Filament 
Control 


Fic. 1—2A audiometer presented to the Royal Victoria Hospital 


by the late Sir Vincent Meredith, Bart., 1928. 


The oscillating currents are delivered to an 
attenuator by means of which they ean be 
varied in definite amounts before being de- 
livered to the dampened receiver shown 
attached to the cover. The variation of the 
sound is made by means of the marked dial in 
the lower right hand corner, from which the 
hearing loss can be read directly when ad- 
justed so as to be just audible to the patient. 
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HEARING LOSS (SEMBATION LOWITS) 
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Fic. 2.—Marked nerve deafness in both ears. Im- 
pairment often found in elderly people. The lower or 
conversational vibrations are relatively well heard where- 
as the curves fall away from the normal hearing line 
for the higher tones. 


A push button and flash lamp are attached 
by means of which the patient may signal the 
operator when he hears a tone. The patient is 
given the receiver to hold to the ear to be 
tested in one hand and the push button to use 
as a signal in the other hand. 

The findings or hearing tests of the audio- 
meter are plotted on a chart or audiogram shown 
in Fig. 2. This consists of a 
card accurately ruled, the per- 
pendicular lines denoting the 
number of dynes, the measure- 
ment of tone intensity, and the 
horizontal lines the number of 
double vibrations per second. 
This includes the full maximum 
limits of normal audition from 
16 to 24,000 double vibrations 
per second. Of course this cor- 
responds to the lowest tuning 
forks with a maximum of vibra- 
tion which are clearly audible, 
up to the highest forks, with a 
minimum vibration. (It might 
be mentioned here that the lower 
vibrations are poorly heard in 
catarrhal or middle ear deafness 
while the higher vibrations are 
not heard as well in nerve or 
inner ear deafness. ) 

Loss of hearing is defined as the difference 
between the acuity of the average normal ear 
and that of the subject being examined. If 
the degree of deafness of a person is such that 
he can feel as easily as he can hear the tones, 
his audiogram tracing will coincide with the 
dotted line markec 
Hearing.’ 


Receiver 
Plug 


Intensity 
Control 
Dial 


Stationary 
Scale 


Signalling 
Button 


““Total Loss of Serviceable 
The percentage of loss of hearing is 
then the fractional amount of distance between 
the normal hearing line and that of total loss. 
For example, in the case of a patient whose 
tracing is shown in Fig. 2 at 4096 double 
vibrations there is a loss of 55 sensation units 
out of a total possible 115 in the right ear. 
This means a loss of a little over 47 per cent. 
Therefore if the percentage of each tone is 
charted and the average taken for each ear, an 
observer ean easily see at a glance the general 
direction of the curve, whether the low or high 
tones are affected, and if so the degree. 

The older method of asking the patient 
whether he hears a watch tick, whispered or 
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and the distance heard 
measured in feet, can at once be seen to be very 
inaccurate. Even when tuning fork tests are 
added the result is very inadequate. The 
personal error is great and the results ob- 
tained are not nearly so exact as an accurate 
audiogram with the percentage of each tone 
worked out. A red pencil for the right and a 
blue for the left distinguish each ear. 


conversational voice, 
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chart taken by four independent observers. 

The accuracy of the audiometer is well shown 
in Fig. 3. Four observers were instructed in 
the use of the instrument and how to examine 
a patient. They consisted of a stenographer, a 
trained nurse, a general practitioner and an 
otologist. Each one tested the right ear of the 
same patient and the time required varied from 
6 to 18 minutes. The composite graph shows 
the results obtained from the lower to the upper 
limits of normal hearing. It also demonstrates 
clearly how closely the results agree, as the curve 
in each ease is practically the same, varying 
less than 7 sensation units throughout its course. 
The value of a test of this kind ean easily be 
seen in industrial cases, as the variation is slight 
even in the hands of untrained observers. 

The following case might be mentioned to il- 
lustrate this point. A bricklayer while at work 
fell from a seaffold, a distance of 15 feet, and 
suffered a fractured skull. After the injury he 
complained of deafness in both ears especially 
the right. During his stay in the hospital of 
five weeks, the patient’s nose, throat and ears 
were examined. At that time tuning forks 
alone were used for the hearing tests. It was 
finally agreed that the patient had some impair- 
ment in both ears, although the drums were 
normal, but the otologist and the company con- 
sidered him a malingerer. He was therefore 
given a certain sum in settlement. Not being 


satisfied with this amount he consulted a lawyer 
and the hearing tests were repeated. This time 
audiogram tracings wére taken by three inde- 
pendent observers with very results, 
showing clearly a 50 per cent loss in the right 
ear and a 27 per cent loss of hearing in the 
left due to his basal fracture. The patient was 
subsequently awarded more than three times the 
original amount. 

It is sometimes very difficult to distinguish 
between malingering and true deafness by means 
of tuning forks, but the audiometer exposes 
attempts at deception very quickly. If the pa- 
tient on examination admits hearing any tone 
in the normal range even very slightly, the 
reading on the dial should agree with that found 
for the same tone or tones at subsequent examin- 
ations. Any marked variation would at once 
arouse suspicion. 

A ease might be cited to bring out this point. 
A labourer while at work was knocked down by 
a truck and rendered unconscious. 


similar 


A few min- 
utes later he regained consciousness and was 
sent home as it was not thought necessary to 
remove him to the hospital. On examination a 
week afterwards he stated that he ‘‘could not 
hear a thing,’’ and placed a charge against the 
company damages, the complaint being 
‘‘total loss of hearing. On questioning by 
means of writing, the history disclosed that the 
patient had been totally deaf from infaney in 
the left ear due to scarlet fever infection involv- 
ing the middle ear. Although the left ear was 
quite ‘‘gone’’ as he said, the right ear was as 
‘*good as ever’’ up to the time of the accident. 
The findings in the ears were as follows; 
there was total destruction of the left drum, 
evidently from the searlatinal infection, but the 
middle ear was quite dry. The right ear showed 
the drum intact although scarred from the old 
infection, 
tion. 


for 
> 


with no evidence of recent inflamma- 
However, the whole drum showed a 
bluish tinge, a common appearance due to ef- 
fused blood into the middle ear. Nothing ab- 
normal could be found on the general examina- 
tion and there were no signs or symptoms that 
would in suggest a fracture at the 
After a week in bed during 
which time the right drum lost its bluish tint 
and began to assume the normal pearly-grey 
colour, a preliminary audiometer test was made. 
By this time the patient could hear a loud 


any way 


base of the skull. 
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voice but nothing more. He was told that the 
instrument could detect the amount of hearing 
he had, and was instructed to press the signal 
button the instant he heard a sound. At first 
he would not co-operate and signalled on the 
light when he thought he should hear the note. 
Ilowever, this was easily noticed as repeated 
tests with the same tone did not coincide. When 
this was explained to him, he agreed to press 
the button when he actually heard a tone. The 
audigram test at first showed marked middle 
ear deafness due to the effusion, but as the blood 
was slowly absorbed the hearing returned, so 
that the last audiometer tracing taken six weeks 
after his accident showed normal hearing again 
in the right ear. 

In this case the patient evidently received a 
basal fracture involving the roof of the middle 
ear, but with no localizing symptoms other than 
the blood in the middle ear, and the coneussion 
at the time of the injury. To follow through a 
test such as the above with any degree of exact- 
ness would be impossible by means of tuning 
forks only. 

Generally speaking affections of hearing can 
be divided into two types as far as the audio- 
meter is concerned. Deafness due to the sound 
conduction apparatus, that is affections of the 
external canal, drum, ossicles or Eustachian 
tube, shows an impairment for the lower tones, 
while in the cases of pure nerve deafness there 
is a loss in the higher tones. Generally speak- 
ing, on audiogram curves the 512 double vibra- 
tion tone can be taken as the centre between the 
two types. Cases of mixed deafness will not be 
taken up in this paper. 
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Fic. 4.—Obstructive deafness in the right ear due 
to impacted cerumen. Impairment of lower conversa- 
tional tones. Normal hearing in left ear. On removal 
of wax hearing returned to normal, i.e., graph of right 
ear concided with that of left. 

Bart., 1928. 


Of the various common types of deafness the 
simplest as far as the audiogram is concerned, 
is the case of impacted cerumen or other obstruc- 
tive disease of the external auditory canal. In 
an uncomplicated case of obstruction in the ex- 
ternal canal where the auditory nerve is intact, 
the chart curve will show a loss of hearing for 
the lower tones, while the higher tones above 512 
double vibrations will be heard comparatively 
well. That is, the curve will be much nearer 
the normal hearing line for all the higher tones. 
Just the opposite holds true in nerve deafness 
especially if the case is well advanced. Fig. 2 
records a good example of marked nerve deafness 
and shows the condition exceptionally well. The 
lower tones are relatively well heard if the con- 
duction apparatus is not affected, while for the 
higher pitches the curve drops away from the 
normal hearing line, and often the very high 
notes are not heard at all, depending of course 
on the degree of deafness. 

From the foregoing it is an easy matter to 
see the value of the audiometer in medico-legal 
and industrial eases. Besides being an accurate 
test of hearing, the audiogram is a permanent 
record which can be kept for future reference 
or to note the progress of treatment. It is to 
the otologist what the field of vision is to the 
ophthalmologist and at a glance one can be 
fairly certain of the diagnosis. The audiogram 
is a picture record stated in percentages and is 
readily understood in all walks of life. 

CONCLUSIONS 

1. By this method hearing tests can be ae- 
curately determined by an office nurse or 
trained otologist with a minimum of difference 
but with equal diagnostic value. 

2. The charts visualize to the patient as well 
as to the physician the actual defects of hear- 
ing, and suggest at once the type of disease 
causing the deafness, whether of the conducting 
mechanism or of nerve origin. 

3. The recorded graphs are easily interpreted 
and enable a tentative diagnosis to be made 
before an examination is completed. 

4. The advantage of the audiometer over 
tuning forks is that the results are definite and 
concise and the audiograms obtained can be 
transmitted from one physician to another. 

5. Graphs taken from time to time demon- 
strate to the patient and physician improve- 
ment in hearing or the contrary, and this ean- 
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not be done to the same extent by means of 
tuning forks. 

6. The charts are analogous to fields of vision, 
and are of like value in picturing the hearing 
loss in percentage. 


7. Malingerering can easily be detected. 

8. Finally, accurate hearing tests can be 
made speedily and filed away for permanent 
records which will prove of great value in 
medico-legal cases and industrial medicine. 


Case Reports 


CAVERNOUS ANGIOMA OF THE 
EPIDURAL SPACE WITH COMPRESSION 
OF THE SPINAL CORD* 


By W. T. Conne.ut, M.D., 
AND W. D. Hay, M.A., M.D., 


Kingston, Ont. 


KE. S., aged 31, waitress, was admitted to the 
(General Hospital, Kingston, on December 28, 
1918. 

She stated that early in 1918 she had been 
troubled with stabbing pains on the right side 
over the lower ribs. A little later the other 
side became affected in the same way. She was 
treated for intercostal neuralgia without much 
suecess. During the early part of the summer 
of the same year she began to drag the right 
foot while walking and some weeks later the 
left foot beeame involved in a similar manner. 
The condition progressed so that she could move 
about only by holding on to objects. In Novem- 
ber, 1918, she was foreed to remain in bed. A 
diagnosis of spastic paraplegia was made. 
During September, 1920, one of us (W. T.C.) 
on first seeing her made the following notes on 
this case. 

The patient is a well nourished woman of 
good colour. She is paralyzed from the waist 
down, but retains perfect use of the upper half 
of her body. The legs are not wasted, but all 
power of voluntary muscular movement is lost. 
Knee- and ankle-jerks are exaggerated and a 
positive Babinski is present in both legs. Ankle 
clonus cannot be elicited. On tickling the sole 
of the foot there is a slight withdrawal, but the 
patient states that she has no knowledge of the 
stimulus or movement. When the legs are 
handled there are some automatic muscular 
contractions, but these do not follow any regular 
sequence. Touch, pain, and temperature sensa- 


tions are completely lost on the right side to a 


* From the Departments of Medicine and Pathology, 
Queen’s University, Kingston. 


circular line about two inches above the um- 
bilicus. There is a similar loss of sensation in 
the left leg and back of the thigh. However, 
there remains a vague sensation to pin pricks on 
the front of the thigh and lower abdomen. The 
patient does not recognize sensation definitely 
until a cireular line about two inches above the 
umbilicus is reached on the left side. 

Patient states that she has a feeling of fullness 
in the bladder just preceding micturition, but 
she has no control over this function. There is 
a similar feeling of fullness also preceding de- 
feeation, but no control can be exercised. 

The patient has perfect control over move- 
ments of head and arms. The reflexes and 
sensations of the upper part of the body are 
normal. 

The blood counts were normal. The Wasser- 
mann test of the blood was negative. The spinal 
fluid was under low pressure; there was no in- 
crease in globulin, and the cell count was 8. 
The Wassermann test of the spinal fluid was 
also negative. An x-ray examination of the 
A dia- 
gnosis of spinal compression due to a slow grow- 
ing tumour was made. In the autumn of 1920 
Dr. Austin, Professor of Surgery, strongly 
advised laminectomy, but the patient refused. 


vertebral column gave negative results. 


During 1921 the anesthesia on the left side 
became absolute and reached the same level as 
that on the right side. The Babinski reactions 
disappeared. All knowledge of bladder and 
bowel movements was lost, although both physio- 
logical functions took place automatically. The 
patient showed practically no changes in the con- 
dition of the lower extremities from this period 
to her death 8 years later. This case was 
demonstrated each year to the medical students 
as one of transverse myelitis due to compres- 
sion. The cause of the compression was thought 
to be a simple tumour, probably a psammoma 
of the dura. One objection to this diagnosis 
was that the circulation of spinal fluid to the 
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lower end of the cord was not completely inter- 
rupted. Bone and cartilage growths were ex- 
cluded by x-ray examinations. The patient 
remained otherwise in good health until the 
summer of 1929 when she developed a eystitis 
and pyelonephritis, with a fatal result within 
two weeks from the onset. 

An autopsy was performed on July 27th. A 
partial examination only was permitted. 


Fic. 1.—Section of cord taken below the lesion. 


The body was that of a well nourished woman 
of 42 years of age. 


A decubitus was present 
over the right knee, and there was a sinus in the 
left buttock which was discharging foul smelling 


pus. 

Abdomen.—The stomach and intestines were 
normal. The liver showed marked fatty change. 
The gall bladder contained several calculi. The 
spleen was small and fibrous; the pancreas 
normal. The uterus was small and contained 
fibromyomata; its appendages were 

The kidneys were swollen, pale and 
soft, with numerous hemorrhagic areas beneath 
the capsules and also in their substance. The 
pelvis of the right kidney contained pus. 

Spinal Cord.—A vascular tumour occupied 


several 
normal. 


Fic. 3.—Photomicrograph showing the cavernous 
angioma in contact with the bone tissue forming the 
lamina of the vertebral arch. 


the epidural space at the level of the 6th and 
7th vertebre. This tumour also involved the 
lamine and to some extent the roots of the 
arches of the 6th and 7th vertebra. The bodies 
of the vertebre were free from new growth. The 
spinal cord at this level was compressed, so that 
nothing but the meninges remained for a dis- 
of 3 The dura 
peared to be normal throughout. 


tance centimetres. mater ap- 


Fic. 2.—Section of cord taken above the lesion. 


Sections of the 
spinal cord were taken about 4 centimetres above 
and also the same distance below the area of 
compression. 


Microscopical examination. 


These sections were prepared ac- 
cording to the Weigert-Pal method for staining 
myelin. The low power photomicrograph of 
section No. 1, which was taken below this lesion, 
shows the large prominent dark areas represent- 
ing the ascending tracts of Goll and Burdach. 
The descending crossed pyramidal tracts in the 
lateral portions of the cord are largely destroyed. 
The degenerative changes in the direct pyra- 
midal tracts are not plainly visible in such a low 
power photograph. The great reduction in size 


of the anterior portion of the spinal cord relative 


Fic. 4.—An area of bone structure which has been 
invaded by the tumour. 
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to the area covered by the funiculi gracilis and 
cuneatus is evident. 

The section of the cord, No. 2, taken above 
the lesion, shows almost complete absence of the 
fibres constituting the tract, funiculus gracilis 
(Goll’s column). These fibres come largely 
from the lower extremities. There are numerous 
well developed fibres in the funiculus cuneatus 
(Burdach’s column). These fibres have entered 
between the site of the lesion and the point at 
which the section was taken. There is con- 
siderable loss of myelinization in the areas 
occupied by the direct cerebellar and antero- 
lateral ascending tracts. The dura mater cover- 
ing the posterior aspect of the cord is definitely 
thickened, but it is not invaded by the tumour 

Photomicrograph No. 3 shows a portion of the 
caverous angioma occupying the epidural space 
and lying in immediate contact with the lamina 
of the 6th vertebral arch. The tumour blood 
spaces have assumed a flattened form owing to 
pressure between the cord and the vertebral 
arch. 

Photomicrograph No. 4 shows a portion of the 


I.xtradural fat and venous plexus Spinal cord 


Subarachnowd space 
Spinal nerve roots 


Dura muter 
Ligamentum denticulatum 


Fic. 5.—Diagram showing the relation of the epi- 
dural space to the vertebral column, (Ranson) 
lamina of the 6th vertebral arch. At this point 
the tumour has invaded the bone. There is an 
organized thrombus in one large blood sinus. 
Several smaller sinuses are visible within the 
bone tissue. In spite of this apparent invasion 
the tumour is essentially a simple one. 

The spinal dura mater corresponds to the 
inner layer of the cranial dural mater. The 
vertebral canal is lined with periosteum. The 
interval between the periosteum of the verte- 
bral canal and the dura mater is known as the 
cavum epidurale. It is occupied by soft fat 
and a plexus of thin-walled veins. The diagram 
(Fig. 5) from The Anatomy of the Nervous 
System by S. W. Ranson (1923) illustrates the 


relation of the epidural space to the vertebral 
column and dura mater. The vertebral column 
and its ligaments, the membranes of the brain 
and spinal cord are derived from a continuous 
sheath of mesoderm which forms around the 
neural tube and notochord in the embryo. It is 
probable that the angioma in this ease originated 
from the plexus of veins in the epidural space. 
The invasion of bone was comparatively slight. 
Ewing (Neoplastic Diseases, 1928), reports a 
case of cavernous angioma involving a dorsal 
vertebra, but the origin of the tumour is not 
stated. Angiomata of bone and meninges are 
comparatively rare. We can find no records of 
cases of angiomata of the epidural space. 


CARCINOMA OF THE BRONCHUS* 


By H. E. Macprermor, M.D., Anpb 
Gro. Hopeer, M.D., 


Montreal 


A short account of the following case has 
been judged worthy of record, partly because 


the course and diagnosis of the illness pre- 
sented some noteworthy features, and partly 
because cancer is now recognized as contribut- 
ing such a large proportion of pulmonary 
disease that all completely worked out cases of 
the kind should be collected for study. 

The patient was a French Canadian, a sales- 


man, aged 45. He was admitted to the 
Montreal General Hospital in May, 1929, com- 
plaining of cough, dyspnoea, weakness, and loss 
of weight. The family history was negative. 
The personal history was of interest mainly 
because it was so definitely free from any” 
severe or chronic illnesses. He had been a 
heavy cigarette smoker, however, and had com- 
plained of a so-called ‘‘cigarette cough’’ for 
some years. His habits otherwise had been 
moderate. His best weight had been 158 lbs. 
four years ago; he weighed 144 lbs. one year 
ago, and his weight on admission was 126 lbs. 

He had always been active and hard working, 
and had lost no time at work until six months 
ago, when he developed a severe cough and 
began to feel out of sorts. This culminated in 
a fainting spell five months before admission, 


* From the medical wards of the Montreal General 
Hospital, service of Dr. C. A. Peters. 
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after which he gave up work, although he was 
still able to go about. He had had some heavy 
night sweats, but had never coughed up any 
blood. 

Condition on admission. — He was poorly 
nourished, and of a yellowish pasty complexion, 
with pale mucous membranes. There was 
slight dyspnea on exertion, but no evident 
distress. The voice was harsh, and he had a 
hard, unproductive cough. There was slight 
clubbing of the finger nails. One lymphatic 
node in the axilla was moderately enlarged, 
but none of the other superficial groups showed 
any unusual features. The temperature was 
99,° the pulse 100, and respirations 20. The 
blood pressure was 110/75. The physical ex- 
amination otherwise was of chief significance 
as regards the heart and lungs. 

The chest showed slightly increased antero- 
posterior depth. The right side was slightly 
flattened and lagged in respiration. The ex- 
pansion of that side was fair, but was less than 
on the left. The percussion note was markedly 
dull over the whole of the right chest, except 
just below the clavicle, where there was a 
quality of wooden resonance and below this 
from the 3rd to the 5th rib it was flat. Tactile 
fremitus was increased in the upper region of 
the right chest. The breath sounds on this side 
were generally weakened, high pitched, and pre- 
longed in expiration in the upper lobes, with 
an area in front below the clavicle of pure 
bronchial breathing. Below, the sounds were 
weakened and almost inaudible. No crepita- 
tions were elicited, except a few scattered harsh 
crackles at the base. There was a nasal quality 
to the voice sounds in the region of the axilla. 

The left side showed no special signs beyond 
those associated with emphysema. No Grocco’s 
triangle could be demonstrated. 

The heart was obviously considerably dis- 
placed to the right. The apex beat could be 
seen and felt in the right fifth interspace, one 
inch from the sternum. Pereussion showed 
absence of dullness on the left side, except im- 
mediately down along the left sternal border. 
The heart sounds showed no abnormality ex- 
cept that they were best heard to the right of 
the sternum. The abdomen and genito-urinary 
systems showed no signs of disease. Rectal 
examination revealed a normal prostate. 

The laboratory findings may be summarized 


as follows. The stomach 
nothing abnormal. The electrocardiogram was 
normal. The chemical examination and 
Wassermann tests of the blood were negative. 
The cell count showed a leucocytosis of 20,000; 
Hgb. 80 per cent, and 4,500,000 red cells. Later 
in the illness the latter fell to 2,640,000, the 
white cells to 13,500, and the Hgb. to 55 per 
cent. 

The sputum was examined ten times during 
his illness. At no time were either tubercle 
bacilli or elastic tissue found. The Von Pirquet 
cutaneous test was negative. The urine showed 
a slight temporary albuminuria at times and a 
lowered specific gravity, but was otherwise 
negative. 

The x-ray examination showed the whole of 
the right lung to be obseured by a dense 
shadow, with displacement of the trachea, heart 
and mediastinum to the right. The left lung 
was clear throughout. There was evidence also 
of a scoliosis in the upper dorsal region, but 
this was later shown by special plates to be 
postural only. 

Aspiration of the right pleural cavity gave 
the impression of a thickened pleura but no 
fluid was obtained. 


contents showed 


After he had been in the ward for some days 
a bronchoscopic examination was earried out. 
This showed the tracheal deviation already 
noted. The carina, or division between the 
right and left main bronchi, was considerably 
thickened and moved laterally upon respira- 
tion, the whole right lung appeared fixed, and 
the normal lengthening and shortening of the 
right bronchi on respiration was absent. The 


opening of the right upper lobe bronchus ap- 
peared normal but there was a gradual constric- 


tion of the main bronchus and thickening of its 
walls. In its lower part a definite nodular 
growth could be seen bulging into the lumen of 
the tube. This appeared firm on palpation and 
bled easily. A snipping from this growth was 
taken for pathological examination, and the 
report showed carcinoma of the bronchial type. 


Soon after admission the patient began to 
have an afternoon temperature which gradu- 


ally increased in range up to 103.° This fever 
continued till his death. He also began to spit 
large quantities of distinctly purulent material. 
The cough, fever and sputum became the main 
features of his illness, with great and increas- 
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ing weakness. He died a little more than two 
months after admission. 


CoMMENT 


The diagnosis, as has been shown, had been 
clinched by the bronchoscopic examination, but 
until this was done it was in’ some doubt. 
The thickened pleura, the cough, the fever, 
night sweats, and wasting were all in favour 
of tuberculosis. Against it, however, was the 
absence of any previous pulmonary disease, the 
failure to find tuberele bacilli, the negative von 
Pirquet test, and the apparently quite definite 
unilateral involvement. It is difficult to over- 
estimate the assistance afforded by the broncho- 
scope in clearing up the diagnosis in this type 


Fig. 1—The arrows show the area in the bronchus 
in which normal mucosa (N) is gradually replaced by 
tumour which protrudes at X. Note infiltration between 
cartilage rings, and its advance up the bronchus under 
apparently healthy bronchial mucosa. 


of case. It has been found that a large propor- 


tion of pulmonary new growths originate in the 
bronchi. 
AUTOPSY 

The main feature of interest in the post- 
mortem was the condition of the lungs and 
pleural cavity. The left side showed some ad- 
hesions in the lower part, whilst the right cavity 
was completely obliterated by them. The medi- 
astinum was drawn somewhat to the right. The 
left lung showed no important changes beyond 
those of emphysema and passive congestion. The 
right lung is described as follows: 

‘‘The lung is voluminous and white in colour. 
The pleura was markedly thickened. The cut 


surface revealed complete destruction of the 
parenchyma, with only a network of bronchi and 
vessels remaining. The parenchyma is replaced 
by a greenish, foetid, pus-like material. There 
is a large yellowish mass near the hilus of the 
lung, extending directly down the right bronchus 
from the bifureation of the trachea. The mass 
is firm, with no easeation or central necrosis. It 
appears as if it had occluded the main bronchus 
and caused necrosis of the lung tissue. This 
occlusion with the consequent collapse of the 
lung would account for the drawing over of the 
mediastinum to the right side, as seen in the 
x-ray.”’ 


A series of slides were taken throughout the 
right lung, and these showed interesting changes. 


Fig. 2.—Masses of tumour tissue with 


typical 
‘pearl formation’’. 


In the upper lobe the normal lung structure was 
completely lost. The pleura was very much 
thickened, and underneath it was a dense fibrous 
tissue layer. The changes here were those of a 
long-standing inflammatory process. In the 
right lower lobe, however, another element was 
introduced into the picture. The same thick- 
ened pleura and evidences of inflammatory 
changes were to be seen, but in addition the 
alveoli in many places were found to be lined 
with distinctly cuboidal epithelium. 


A section through the tumour mass itself 
showed the following: 


‘‘There is a fibrous tissue stroma with islets 
of blue staining cells interspersed throughout. 
The basophilic staining cells are irregular in 
arrangement and are epithelial in appearance. 
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Areas of hyalinized tissue are seen throughout. 
There are also areas of cellular infiltration show- 
ing some necrosis and inflammation. The nuclei 
of the tumour cells are pale staining and gran- 
ular in appearance. Mitotic figures are seen 
throughout the tumour growth. Small ecapil- 
laries are visible in the connective-tissue stroma. 
At the periphery of these cells are darker stain- 
ing smaller cells, suggesting basal cells of the 
skin. Farther out in the mass the cells are 
larger and show degeneration. 

‘This is probably a bronchial type of car- 
cinoma. In another section there are in the 
epithelial masses formations suggesting epith- 
elial pearls. There are also in the stroma many 
acini lined by tall columnar epithelium, the 
cytoplasm apparently distended with mucus. 
None of these cells show cilia.’’ 

Another section was taken longitudinally 
through the bronchus at the margin of the 
tumour; it showed the transition in the bron- 
chial wall from tissue with inflammatory changes 
alone into that with tumour growth. The chief 
changes were in the epithelium, which in the 
neighbourhood of the tumour began to take on 
squamous formation more and more distinctly. 
Above this even, however, there were signs that 
the epithelium was not normal; it was hyper- 
plastie and distinetly stratified. 


SEVERE EXFOLIATING 
FROM SODIUM SULPHOCYANATE 
THERAPY 


By J. D. Tyrreuu, M.D., 
Fisherville, Ont. 


DERMATITIS 


While drug rashes are comparatively common, 
those due to sodium sulphocyanate are of suffi- 
cient rarity to warrant the publication of the 
following case. 

Mrs. J. S., aged 42 years; weight 196 pounds. 

Previous illnesses.—The patient had had at- 
tacks of cholelithiasis twelve years previously, 
and had been aware of having high blood pres- 
sure for some time. On February 11, 1929, she 
complained of severe palpitation, dyspnea, and 
distress in the region of the heart. Examination 
at this time revealed the following. The pulse 
varied within a few minutes from 120 to 80. 
The heart was slightly enlarged to the left; the 
second aortic sound was accentuated. Rather 
marked tenderness was noted over the gall- 


bladder. The patient was in a state of consider- 
able excitement, and the blood pressure was 
226/130. Similar attacks were experienced at 
intervals subsequently. 

On April 27, 1929, in consultation, the fol- 
lowing diagnoses were made: (1) chronic chole- 
cystitis; (2) mild chronic myocarditis with es- 
sential hypertension; (3) hysteria. The blood 
pressure at this time was 220/130. Urinalysis 
was negative. 

It was advised that sodium sulphocyanate be 
given in 214 grain doses twice daily, which 
amount she took. As the woman lived some dis- 
tance in the country, frequent checking of the 
blood pressure was not possible. 

Present illness—On May 11th she complained 
of not teeling well; her head ‘‘felt hot’’, and 
her face was flushed. The blood pressure was 
down to 204/120. The next day she became 
very nervous in church and had to leave. A 
bromide mixture was prescribed. 

On May 15th, she felt wretched and had 
broken out in a profuse blotchy erythematous 
rash on the face, arms, back and, less marked, on 
the chest. The temperature was 100.4,° but the 
blood pressure unfortunately was not taken. 
All medication was stopped, and by three days 
the rash was clearing and she felt better, except 
for a pain in the left side of the chest. The 
blood pressure on May 21st was 196/120, the 
rash had gone, and she felt much better. 

By way of experiment the sulphocyanate was 
again given. Three more doses were taken (714 
grains in all), and on May 23rd the rash had 
reappeared with renewed intensity and consider- 
able edema of the face and neck. The tempera- 
ture was 101°; pulse, 96; and the blood pressure 
was down to 130/76. 

During the next few days the patient became 
alarmingly worse, both as regards the rash and 
the general condition. The cdema was so great 
that the eyes were completely closed, and the 
neck was swollen level with the jaw. The tem- 
perature rose to 103°, where it remained for a 
week; the pulse to 120. She was very delirious 
and the blood pressure fell to 86/68. The 
kidneys were apparently not affected. 

In ten days from the second onset of the rash 
the temperature was down to about 100°; she 
was delirious only at times and the rash was 
exfoliating profusely. The blood pressure had 
slowly increased to 130/80. But, a few days 
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later the temperature was again 103°, with 
marked delirium; the rash, however, showed 
slight improvement and there was somewhat less 
edema. The temperature again went down with 
improvement of symptoms, but in a day or two 
was nearly as bad as before, from no apparent 
cause. 

By June 17th, the temperature was normal 
and the general condition greatly improved. 
The blood pressure was still 130/80 the edema 
had practically gone, and the rash had faded, 
but a fine exfoliation persisted for two or three 
weeks longer. The eyebrows had all come out, 
and the hair also in another three or four 
weeks. 

Recovery from then on was fairly rapid. By 
September 1st the eyebrows had grown again, 
the scalp had started a thick growth of hair, 
and the blood pressure during this interval had 
gradually returned to higher than its original 
level (250/140). She fortunately has no recol- 
lections of the month of her acute illness. 


THERAPY 

Sodium hyposulphite was given by the 
mouth, but no particular effect was observed. 
Possibly, if it had been given intravenously 
immediately after the onset some good result 
might have occurred. A calamine lotion was 
used for the exfoliating surfaces and a mixture 
of equal parts of boraciec acid powder and 
thymol biniodide for the weeping parts. 
Ephedrine hydrochloride was given to raise the 
blood pressure. 


DIAGNOSIS 

The diagnosis in this ease, naturally, gave 
rise to some difficulty. A drug rash was sus- 
pected, but the condition did not resemble 
bromidism, and there was nothing in the litera- 
ture with reference to drug rashes following 
the use of sulphocyanate. In the Journal of the 
American Medical Association of September 28, 
1929, an article appeared by Weis and Ruede- 
mann describing a similar condition following 
the use of sulphocyanate of potassium. The 
temperature was also confusing at first, as it 
compelled one to think of some infectious con- 
dition. 

The rash, as in the case reported by Weis and 
Ruedemann, resembled that from over ars- 
phenaminization. At first it appeared on the face, 
scalp, arms, back, and chest, and then more 
slowly spread over the rest of the body, but never 
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became so severe on the parts later affected. 
At the commencement it was erythematous, 
papuiar, semi-disecrete, and not very itchy, but 
in a few days it coalesced into a diffuse erythema 
with itching. Later, the skin began to exfoliate 
in large flakes where the rash was most severe, 
and as a fine powder, where least. The whole 
body exfoliated several times, and the orbital sur- 
faces of the eyelids, the lips, and to some extent 
the mucosa of the mouth, were involved. The 
skin of thé soles of the feet came off in one piece, 
as sometimes is seen following severe scarlet 
fever. The folds of the neck where the edema 
was greatest became weeping, and a few small 
painful ulcerations developed. 


DISCUSSION 


The relief of symptoms on discontinuing the 
drug and their prompt reappearance when it 
was again given are almost proof that the rash 
was due to the medication. However, confirma- 
tion by another cautious trial of the drug is per- 
haps desirable, but in view of the similar case 
reported and the danger to the patient it, was 
not considered wise or necessary. 

It is probable that the flushing of the face 
and marked nervousness were prodromal symp- 
toms. The fever was undoubtedly due to toxic 
absorption from the skin. 

On account of the generalized use of this drug 
and its apparent dangerous idiosyncrasies, it 
might well be suggested that it should be used 
only with careful observation for untoward 
symptoms and frequent checking of the blood 
pressure. 


AN ACUTE ABDOMINAL CONDITION DUE 
TO OXYURIS VERMICULARIS IN 
THE APPENDIX 


By J. C. Diamonp, M.D., 
Fort William, Ont. 


Two weeks ago I was called to see a girl, 16 
years old, who was suffering from a severe pain 
in her abdomen. The patient was thin and 
slightly anemic in appearance. A year ago she 
had had a similar attack of pain in her ab- 
domen, localized to the right fossa, which passed 
off in a few hours. This time the attack was 
more severe and had lasted twenty-four hours 
without ceasing. 

The physical examination revealed the fol- 
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lowing: The temperature was 100.5° ; the pulse, 
120; respirations, 20. The chest was negative; 
the abdomen was very tender, and there was 
some rigidity on the right side. At the hospital 
the white blood cell count was 32,000 per c.mm. ; 
red blood cells 4,000,000; haemoglobin, 60 per 
eent. The differential count gave the following 
proportions: polymorphonuclears, 87 per cent; 
eosinophiles, 1 per cent. The urine was nega- 
tive. A diagnosis of acute appendicitis was 
made and operation was decided on. 

On opening the peritoneum no fluid was 
found, but the peritoneum on the right side had 
lost its glistening appearance in spots and pre- 
sented a mottled greyish discolouration. The 
appendix showed no gross pathological condi- 
tion, but was distended with its contents. One 
spot resembling a pin prick was visible. 

I removed the appendix and explored the 
pelvic organs, which were found normal. The 
appendix was opened and was found to contain 
numerous pin worms, all alive and kicking. 

The next day the white blood count was down 
to 12,000. The temperature and pulse rate fell 
to normal, and the patient made an uneventful 
recovery. 


CONGENITAL PYLORIC STENOSIS IN 
AN ADULT 


By Norman M. Guiou, M.D., 
Ottawa 
Dr. F. D. Ackman’s interesting case in the 


October number of the Journal prompts the 
publication of the following. 


In December, 1927, a woman, aged 35, came 
under the care of Drs. Foster and Foster with 
a history of vomiting. This complaint had been 
getting worse until the patient vomited all solid 
food and most liquids, and became emaciated and 
too weak to arise from her bed. X-ray ex- 
amination showed almost complete pyloric ob- 
struction and marked gastric retention. Dr. 
Campbell Laidlaw, in consultation, agreed that 
operation was indicated. 

Accordingly the abdomen was opened under 
local anesthesia. The pylorus felt thick. The 
serous coat was normal. There were no ad- 
hesions. It was felt that the pre-operative 
diagnosis of malignaney was correct and a 
Moynihan-Polya partial gastrectomy was ear- 
ried out under general anesthesia. When the 
specimen was examined it was found that the 
pylorus would admit a finger tightly, but that 
the thumb could not be forced through it. No 
lesion was present. Congenital stenosis was at 
once diagnosed. 

A post-operative history revealed that as a 
girl she used to have cramps and vomit after 
eating meat. As her parents were not living, 
no early history was obtainable. Despite her 
extensive resection the patient is now enjoying 
vigorous health, on six small meals a day. 

Surgeons operating for pyloric obstruction 


in adults, if no evidence of pathological 
change be found on the serous coat, could 
profit by our experience and cut into the lumen 
as if to do a pyloroplasty, and proceed with 


this operation if no lesion be found. 


Clinical and Laboratory Hotes 


A Laboratory Test for Small-Pox 


Diagnosis of mild small-pox is sometimes 
difficult, especially at the beginning of an 
epidemic when there have been no previous 
eases to make the practitioner suspicious. A 
laboratory test of proved diagnostic worth 
would be very useful in the diagnosis of 
atypical cases and therefore of great help in 
the control of epidemics. 

In 1925 M. H. Gordon demonstrated that the 
virus of small-pox gave both specific comple- 
ment fixation and flocculation with an anti- 
variola serum. His evidence was convincing 
and its practical application is now forthecom- 


ing in a report* by Dr. W. L. Burgess, Dr. 
James Craigie, and Prof. W. J. Tulloch on the 
application of the flocculation test to the diag- 
nosis of small-pox. The reaction is carried out 
with a suspension of the crusts from a sus- 
pected case and a specifie floeculating serum pre- 
pared in the rabbit The material was obtained 
from 95 eases coming from three different 
localities, Dundee, Arbroath, and South Shields. 
Fifty-three of these were eases of small-pox, 
which with one exception were of the mild type, 


* Diagnostic Value of the ‘‘Vaccinia Variola’’ 
Floceulation Test. Medical Research Council Special 
Report Series, No. 143. 
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and many of them presented considerable diffi- 
culty in elinieal diagnosis. The remaining 40 con- 
stituted the control material and consisted of 11 
cases of vaccinia (bovine 4, rabbit 5, human 2), 
27 eases of chicken-pox, 1 ease of impetigo, and 
1 of septic rash. The results of the flocculation 
test were correlated with the clinical and epi- 
demiological evidence, and the authors of the 
report conclude that the reaction is specifie and 
of diagnostic value. In this they seem to be 
entirely justified and they are to be congratu- 
lated on an eminently satisfactory piece of 
work. But the importance of this investigation 
is not only a practical one, for it throws light 
on the mechanism of the immunity reactions of 
filtrable viruses. From his work with the 
viruses of vaccinia and variola Gordon claims 
that the immune reactions of bacteria and 
filtrable viruses are fundamentally the same 
and in this he does not stand alone. His posi- 
tion has been assailed, however, by certain in- 
vestigators — notably Schultz and his co- 
workers in the United States and C. H. 
Andrewes in this country. Schultz and his 
colleagues fail to find any specificity in the 


complement-fixation and agglutination _ re- 


actions obtained with viruses and their anti- 
sera, and they think that these reactions are 
attributable to contaminating bacteria present 
in the virus suspensions. Burgess, Craigie, and 


Tulloch have done control experiments with 
sera prepared against the bacteria found as 
contaminants in their virus material and their 
results do not support Schultz’ contention.— 
The Lancet, 2: 992, Nov. 9, 1929. 


The Wassermann Reaction of Human Milk 


A comparison of blood and milk tests in 107 
eases. The milk for these tests was obtained 
from recent coloured mothers in an institution 
in which the blood Wassermann is done as a 
routine. The milk was prepared by shaking 
with ether followed by prolonged centrifugal- 
isation (30 minutes at high speed). Three 
layers separate out; the lowest being a thin 
stratum of greyish sediments, the middle and 
largest is watery and nearly colourless, while 
the upper is a narrow layer of fatty material. 
The fluid from the middle layer is drawn off 
_ in a eapillary pipette, inactivated by heating 
for 30 minutes in a water bath and then diluted 
with normal saline solution in a ratio cf 1.5 or 
1.10. From 0.05 to 0.1 ¢.c. of the diluted fluid 
is used for the test. Of 107 cases where both 
blood and milk were examined there was sub- 
stantial agreement in 95 per cent, and exact 
qualitative and quantitative agreement in 89 
per cent. In three instances the milk was 
positive and the blood negative, and in two the 


blood positive and the milk negative. False 
positives can be avoided largely, the writer 
adds, by inactivation of the milk and the use of 
smaller quantities for the test. The reaction is 
apparently due to the reagin in the colostrum, 
whose composition more nearly approximates 
that of the blood serum than does the true milk. 
Routine examination of the milk from the sixth 
to the ninth day post partum offers a con- 
venient means of employing the test in 
maternity practice—Julius Jarcho, J. Lab. & 
Clin Med. 14: 1097, Aug. 1929. 


A Simple Chemical Test for Pregnancy 


The Zondek-Aschheim test for pregnancy, 
which consists in the injection of urine into an 
immature female mouse, has proved to be of 
considerable service. In practice it has its 
drawbacks. It requires that a large stock of 
immature female mice shall always be main- 
tained, and therefore the test is bound to be 
expensive. It requires also that the speci- 
mens shall be sent by post, a procedure that is 
apt to become a nuisance. Manifestly it would 
be far better if some test which could be 
carried out by the practitioner himself, and 
which did not involve the use of mice, could be 
devised. An attempt to provide such a test has 
been made. 

In view of the fact that a connection has been 
demonstrated between the elaborated products 
of the pituitary and compounds of the £- 
iminazolyl type (histamine, histidine, and 
tethelin), it was thought advisable to test for 
the presence of such substances in the urine of 
pregnant women which has been sent here to 
the pregnancy diagnosis station for examination 
by the Zondek-Aschheim! test. 

The chemical method employed was that de- 
seribed by Knoop? for the detection of histidine 
(see also Hunter*). 2.5 ecm. of urine are 
pipetted into a soft glass test tube (6 in. by 3/4 
in.), and 1 e.em. of bromine water is added. 
This latter consists of one part of bromine water 
of the ordinary laboratory strength, diluted with 
twice its volume of tap water. The mixture 
should be brought to the boiling point, when a 
positive reaction is indicated by the presence of 
pink colouration, which rapidly fades, however. 
In a negative reaction the original yellow colour 
is maintained. 

It should be noted that the hydrogen-ion con- 
centration of the urine will affect these results, 
and as changes occur with bacterial contamina- 
tion, this especially should be avoided. All the 
urines examined were five to seven days old. If 
to male, or non-pregnant female, urine a small 


1. ZONDEK AND ASCHHEIM, Die Umschau 32: $85, 1928. 
2. Knoop, Beitraége 11: 355, 1908. 
3. HuNTER, Biochem. J. 16: 637, 1922. 
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trace of histidine is added a positive reaction is 
obtained, whereas the addition of urea, alloxan- 
tin, xanthin, alloxan, or arginine to such urine 
yields a negative result. It would thus appear 
that the test possesses a certain degree of 
specificity. 

Up to the present 60 urines have been ex- 
amined, and the results may be tabulated as 
follows: 


Zondek-Aschheim test positive; this test positive, 
24 cases. Zondek-Aschheim test positive; this test 
negative, 1 case. Zondek-Aschheim test negative; the 
test positive, 2 eases. Zondek-Aschheim test negative; 
this test negative, 33 cases. 


The correlation between these two tests has 
been worked out according to the Pearsonian 
formula, and X? is shown to possess a value of 
48.41, which indicates that a very close relation 
exists between the findings of these two tests.— 
Cecil I. B. Voge, B.Se., Ph.D., Brit. M. J. 2: 
830, Nov. 2, 1929. 


A Method of Examining the Sputum for 
Asbestosis Bodies 


Half an ounce or so of sputum is added to an 
equal quantity of undiluted antiformin. This 


is gently agitated until the sputum is com- 


pletely dissolved, after which it is diluted down 
with two or three ounces of water and allowed to 
stand in a large test tube for three or four hours. 
The bulk of the supernatant fluid having then 
been decanted, the remainder is centrifuged at a 
moderate speed for ten to fifteen minutes. The 
whole of the supernatant is now poured off, and 
the deposit transferred to an albuminized slide 
by means of a pipette. After thorough drying 
on a hot plate and final fixation over a bunsen, 
the film is very gently washed in water, dried, 
and mounted in Canada balsam. After a little 
experience the asbestosis bodies are readily 
picked up with the low power, and their true 
nature is then confirmed with the 1/6 inch or 
oil immersion lens. As a rule they are present 
in very small numbers, perhaps only one or two 
in a whole film. In the case of some of the 
older workers, however, numerous bodies, up to 
one or two per field in certain portions of the 


Tick PARALYSIS.—The common tick of the Rocky 
Mountains, Dermacentor andersoni, may be the carrier 
of several kinds of illness. There is the true Rocky 
Mountain spotted fever which closely resembles exan- 
thematic typhus. There is a tick fever without exan- 
them, with apparently a shorter incubation period and 
a much lower fatality, which may or may not be a 
variety of the same disease. There is the quite distinct 
infection with B. tularense; and, finally, there is tick 
paralysis. A case of this rather uncommon affliction 
has lately been reported in Colorado. When first seen 
the patient, a boy of 10 years, had a temperature of 
100° F. with rapid pulse and weakness. He was 


film, have been found. It is obviously neces- 
sary to cleanse thoroughly all glassware, etc., 
used in making these examinations, otherwise, 
there is a risk of contamination of subsequent 
specimens. 


The films can be treated with hydrochloric 
acid and potassium ferrocyanide to demon- 
strate the Prussian blue reaction given by the 
bodies.—M. J. Stewart, Brit. M. J. 2: 581, Sept. 
28, 1929. 


Pure Carbon Monoxide as a Colour Fixative 
in the Preservation of Morbid 
Anatomical Material 


Kerner has noticed that pathological material 
taken from the organs in cases of acute poison- 
ing by carbon monoxide, when placed in formol 
solutions, preserves its colour for many months. 
The same is true in the case of the organs of 
guinea-pigs designedly killed with this gas. It 
struck him that carbon monoxide might be 
utilized to fix the colour in morbid tissues 
generally, and that this procedure might have 
great value in medico-legal work. The idea 
proved to be fruitful, and morbid material ° 
treated with the gas, then placed in formol 
solution, and finally in salt and glycerine, pre- 
served its colour in a striking fashion. The 
method compares favourably with those of 
Melnikow-Raswedenkow, Kaiserling, Jores, and 
Pick. The carbon monoxide binds itself to the 
blood pigment two hundred times more inten- 
sively than does oxygen. The material is sus- 
pended by hooks in a large glass jar provided 
with a fairly large neck. The carbon monoxide 
is prepared by warming 100 to 200 ¢.c. of pure 
sulphurie acid and adding formie acid, drop by 
drop. Sodium formate may also be used. The 
procedure is best carried out in a ventilated 
cupboard. The carbon monoxide is supplied to 
the jar by gentle pressure or directly from the 
generator. Small bits of tissue should be ex- 
posed to the gas over night; larger ones, for 
from 3 to 5 days. The material is then thor- 
oughly washed and finally placed in the pre- 
servative of salt and glycerine.—J. Kerner, 
Ukrainian Medical Archives 4: 22, 1929. 


unable to walk, and when he tried to stand he had to 
be supported stiff-legged against the bed. Abdominal 
and patellar reflexes were absent. On the next day he 
was drowsy, unable to lift either leg from the bed or 
to raise his head. There was a partial ptosis of the 
left upper eyelid and diplopia. The temperature was 
subnormal. The boy was then bathed and a tick 
found on his back was removed. Within three hours 
he desired to get out of bed and did in fact get out 
of bed. The next day he appeared to be completely 
recovered. The rapidity of recovery from these 
severe symptoms, when once the tick is removed, ap- 
pears to be typical of this particular tick disease. 
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Editorial 


THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF 
CANADA 


HERE an idea begins it is hard to say: 
whence it may lead is still more 
difficult. When Pitard in 1279 founded in 
Paris a College of Surgeons under the pro- 
tection of St. Cosmas and St..Damianus, a 
college later to be known as the College of 
St. Céme, he could have had no conception 
of its ultimate influence on the medical 
world of the centuries to come. Europe 
had not yet conceived the ideas that were 
soon to give birth to the Renaissance. The 
England of the time was that of the first 
Edward and the birth of the nation and its 
first parliament. In the same year the 
Scottish king did homage to this English 
Edward, but little knowing that after his 
death Scotland would negotiate for her first 
French alliance. The influence of France 
upon Scottish culture was great, but, prob- 
ably, in no way did this manifest itself so 
particularly as in the foundation of the 
Royal College of Surgeons of Edinburgh in 
1505. This was moulded upon that of the 
College of St. Céme, and has the distinction 
of being the first founded upon this model. 
It is true that the Royal Colleges of London 
soon followed, that of the Physicians in 
1518, and of the Surgeons in 1540. 

Little is known of Pitard as a surgeon 
except that he was attached to the Court 
of St. Louis, but his name should always be 
revered in the annals of Franco-British 
medicine for the founding of St. Céme. It 
maintained its independent existence for 
several centuries after which time it seems 
to have disappeared. But its influence re- 
mained in other countries, growing from 
strength to strength, and now it may be said 
that its grandchild has come to light after 
six hundred and seventy years. In what 
more fitting country should this take place 
than in one where the ideals of French and 
British medicine live and grow closer with 
each succeeding generation? 

While paying homage to those whose in- 
fluence in the past fostered high ideals for 





medicine and surgery, it is but right and just 
to give proper acknowledgment to those of 
the present who have carried this ideal one 
step farther. It may be said that the con- 
ception of a College of Physicians and Sur- 
geons for Canada began in 1920 when it was 
first broached at the meeting of the Canadian 
Medical Association. Like many move- 
ments that in the future may attain im- 
portant results, it has hastened slowly, 
carrying a goodly portion of sound medical 
thought with it, and at last, after nine 
years, it has been founded on the firm basis 
of a Royal Charter. 

It is interesting to compare the motives 
which prompted the formation of this young- 
est of the Royal Colleges with those that 
inspired the founders of the earlier Colleges 
some four hundred years ago. In reading 
the history of these more ancient institutions 
it is found to be a common inspiration that 
they came into being through the necessity 
which existed for ascertaining that those 
who designed to practise medicine should 
be examined as to their capacity for doing 
so, as great confusion had arisen from many 
ill-qualified persons exercising the healing 
art. Although this cannot be said as truth- 
fully to-day as in that long past age, still 
the art and science of medicine has pro- 
gressed to such an extent that it is impossible 
for everyone to be proficient in all branches. 
So, although the conditions which prompted 
the founding of the older Colleges cannot 
be said to exist to-day, still in some ways an 
analagous condition exists. Apart from the 
degree which universities may give and the 
license which our Governments demand, 
there is no other criterion by which to 
judge the excellence of those who aspire to 
the more erudite branches of medicine and 
surgery which these bodies do not attempt 
to assess. The lack has long been felt of 
some means to ascertain the qualifications 
of those who practice special branches of 
the healing art, who have allocated to them- 
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selves that specialty without at the same time 
obtaining a special warrant as to their 
qualifications. The lack in this respect has 
been met by the older Colleges in that they 
have afforded, apart from the degrees which 
are analagous to those granted by universi- 
ties, more advanced standards by which a 
man shall be known. These are not obtain- 
able through social or financial preference, 
but are solely based upon a searching exam- 
ination of the individual’s qualifications. 
Such, it is hoped, will be the function of the 
present Royal College of Physicians and 
Surgeons of Canada. So long as it aspires 
to and accomplishes this duty, so long will 
t occupy an honoured and useful position 
.n the community. If, however, the time 


should come when its hall-mark merely 
represents a poor alloy, at such time its 
existence will cease to offer any useful pur- 
pose. It is to be hoped that this day will 
never come. 

In the meantime its progress must be 
slow and careful. It should be satisfied to 
build its structure on the firm foundation, 
allowing the future to look after the super- 
structure. It is not to be expected that its 
influence will reach full fruition for at least 
a generation. Although it may be said 
that its birth is long overdue, this is no 
reason why it should attempt to reach 
manhood by a precocious and abnormal 
growth. 

J. C. MEAKINS - 


NARCOTIC ADDICTION IN CANADA 


HE statements made at the recent 
Ottawa Conference by the Deputy Minis- 
ter of Health regarding the amount of 
narcotic addiction existing in Canada de- 


mand the thoughtful consideration of our 


profession. That we should have 8,000 
addicts in our midst, the majority of whom 
started life well and in good surroundings, 
but who under the debasing effect of these 
poisons have sunk morally, mentally and 
physically, till they are now hopeless and 
discredited, is a very depressing fact and at 
once gives rise to the question—What can 
be done about it? 

Narcotic addiction appears as a compara- 
tively recent development of civilization. 
The anodyne and soporific properties of 
opium were recognized long before the 
Christian era,.and an extract of the poppy 
plant was employed medicinally under the 
name of meconion. Dioscorides, in the 
first century of our era, described opium as a 
valuable medicinal drug obtained from the 
poppy grown in Asia Minor, but until 
the 12th century we have no record of 
any extensive habitual employment of it 
asanarcotic. Such use of the drug, however, 
appears to have developed gradually about 
that period in the East. 

The cultivation of the poppy over a large 
area and its employment as a_ narcotic 
appears to have been introduced into Persia 
and India about that period, its entrance 


probably favoured by the rapid spread of 
Islamism. By the 15th century, traffic in 
opium must have become very lucrative, for 
its monopoly was claimed by the Great 
Mogul as an important source of revenue. 
It is said to have been introduced into China 
by the Arabs, chiefly for its value in medicine, 
but shortly afterwards it seems to have 
become extensively used as a narcotic in the 
form of opium smoking. Although smoking 
appears to be the least harmful mode in 
which its narcotic effects are obtained, its 
baneful effects were in time recognized by 
the Government, and in 1729 Yung Chen, 
the Emperor at the time, promulgated an 
edict forbidding cultivation of the plant or 
the use of it in any form under a heavy 
penalty. China in that act led the way. 
Re-enactments of the law with threats of 
increased punishment took place from time 
to time. Unfortunately, the eradication of 
a national and pleasure-giving vice is a 
difficult problem, and, notwithstanding the 
edicts, in 1906 the amount of opium used in 
China amounted to more than 22,000 tons 
annually. No wonder that the Chinese 
Government in that year stated in its act 
forbidding the cultivation and use of the 
poppy, that the existence of opium smoking 
was so extensive that it presented the most 
acute moral and financial problem that the 
country had to face. 

Narcotic drug addiction has only been 
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recognized in Canada for the past fifty years. 
Individual cases before then were doubtless 
treated by the profession in a quiet but 
hopeless way. In 1880 the Government and 
the public were startled by the Customs 
report that over 8,000 pounds of opium were 
imported. Before the end of the century 
the amount had reached the astonishing 
figure of 150,000 pounds, and in Vancouver 
and Victoria factories were carrying on an 
extensive traffic in importing crude opium 
and manufacturing it into a form suitable 
for use for smoking purposes. 

In 1908 a Dominion act was passed making 
it an offence to sell, to possess, or to manu- 
facture opium for other than medicinal pur- 
poses, and the factories were promptly 
closed up. Owing to strong representations 
made to the Government in 1911 strict 
restrictions were placed on the possession or 
distribution of morphine, cocaine, or heroin, 
except for strictly medicinal purposes and 
to members of the medical profession. Un- 
fortunately, although the traffic on the 
Pacific coast had been checked, this narcotic 
addiction was found to have spread widely 


throughout the Dominion, and the use of 
opium and cocaine and preparations of heroin 
by addicts was found to have reached alarm- 
ing proportions. 

More recently the matter has been taken 
up by the League of Nations, and still more 
limiting restrictions have been placed on all 


forms of traffic in these drugs. All legitimate 
transactions in them are now kept under the 
supervision and control of the Federal De- 
partment of Health, to whom has been 
assigned the administration of the act. 
Our knowledge regarding narcotic addic- 
tion has been recently enlarged by enquiries 
carried out by the United States Narcotic 
Service. As the result of their enquiries 
it is stated that there are approximately 
100,000 narcotic addicts in that country, who 
use 420,000 ounces of morphine annually, 
together with an unknown quantity of 


The day returns and brings us the petty round of 
Help us to play the 
man, help us to perform them with laughter and kind 


irritating concerns and duties. 


faces. Let cheerfulness abound with industry. Give us 
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heroin and cocaine. In this enquiry it was 
elicited that more than 95 per cent of all 
drug addicts on the continent acquired the 
habit through being supplied gratuitously 
on the first, second or third occasions by some 
addict or trafficker. Furthermore, an ex- 
amination of the statistics kept in connection 
with 3,262 persons treated for drug addic- 
tion in a New York Clinic revealed the fact 
that as the original cause of the addiction 
illness was quoted in 429 cases; excitement 
and mental trouble in 351; and association 
with addicts was placed at 2,482. 

In his address at the Ottawa conference 
the Deputy Minister stated that in so far as 
the medical profession was concerned, the 
Act regards it as entirely legal for a registered 
practitioner to prescribe an opiate to a 
patient suffering from any medical condition, 
other than addiction, demanding its use; but 
he is forbidden to furnish narcotics to an 
addict for self-administration. Our present 
act is a Federal statute and controls the im- 
port of narcotics into Canada, but the respon- 
sibility for handling individual narcotic 
cases rests with the provincial authorities. 
It is, in his opinion, quite possible to carry on 
the treatment of narcotics in our hospitals 
by the attending physicians, but to do this 
with success our provincial legislature must 
give hospitals authority to hold addicts till a 
cure is complete. This control is necessary, 
for without it no patient appears to be able 
to withstand the craving that sets in with 
such force after the first few days, and it is 
almost certain that he will attempt to break 
away and return to his hopeless addiction. 
In Canada the Provinces of Alberta and 
Nova Scotia have given such authority to 
hospitals, and Dr. Amyot is anxious that a 
similar step should be taken in all the other 
provinces. We hope to present the views of 
several authorities on the best steps to be 
taken for the relief of the addict in an early 
issue. 

A.D.B. 


to go blithely on our business all this day. Brng us to 
our resting-beds, weary and content, and undishonoured, 
and grant us in the end the gift of sleep.—Robert Louis 


Stevenson. 
































HE employment of ultra-violet light in 

medical practice is now so general that 
it is evident that there is a strongly estab- 
lished belief in its value. It should, how- 
ever, become apparent to those who have 
much experience with it that it is difficult 
to define this value, or to say exactly how it 
is produced. What, may be asked, is there 
to show that this method of treatment is 
either specifically or generally beneficial? 
A review of the evidence is disappointing, 
since it shows that but few studies of the 
action of ultra-violet light on the human body 
have been understrictly controlled conditions. 
An exception to this last statement must 
be made in the ease of rickets. Our know- 
ledge of the effects of irradiation on the 
course of this disease is exact, up to a certain 
point. Laboratory and clinical observations 
agree in furnishing us with data on which 
we can depend, and from these we can feel 
reasonably sure that it is the ultra-violet 
wave-length in light (not the radiant heat) 
which is responsible for the production of 
the needful vitamin D. It may be added, 
however, that it is the opinion of some in- 
vestigators that vitamin D can be adminis- 
tered by the mouth with equally good results. 
If this be accepted, we can make our choice 
between the lamp and cod-liver oil without 
feeling that irradiation may perhaps have 
some mysterious advantage. But when we 
have to decide whether we should use the 
quartz lamp for such general effects as raising 
the resistance of the body to infection, in- 
creasing weight, etc., there is no clear-cut 
evidence to show that the expense of arti- 
ficial light is warranted as effecting more 
than can be produced by other less expensive 
methods. More exact information as_ to 
the action of the light is required. 

The Medical Research Council have for 
some time past concerned themselves with 
attempts to test under strictly controlled 
conditions some of the physiological and 
therapeutic effects attributed to irradiation 
with ultra-violet light. The investigations 
into this subject which they have sponsored 
in the past have produced much valuable 


information, but it is fully realized that they 
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THE VALUE OF IRRADIATION 













WITH ULTRA-VIOLET LIGHT 


should be carried further. The Council 
make it clear, however, that in the large 
group of therapeutic applications other than 
rickets, in which irradiation is so generally 
advocated, scientific investigation presents 
many difficulties. To mention one point 
alone, the lamp is not always employed under 
constant conditions, such as duration and 
frequency of exposure, or the region of the 
spectrum used. Unless the rays are em- 
ployed under exactly the same conditions it 
is difficult to assess the scientific value of the 
reported results. 

The latest report of the Council on the 
subject gives the results of a carefully con- 
trolled investigation into some of the effects 
of ultra-violet light. The inquiry, however, 
is limited to two problems only; (a) the effect 
of irradiation on the general health of school 
children, and (b) its effect on the healing of 
varicose ulcers. 

The material for the study of the first 
problem comprised a group of 287 secondary 
school children, of ages between five and 
seven, who were kept under observation 
from the end of August, 1927 to the end of 
March, 1928. The children were divided 
into three groups. The first received irradi- 
ation from a carbon are lamp with a high 
output of ultra-violet rays; the second was 
irradiated by the same lamp, screened so as 
to eliminate the ultra-violet rays; and the 
third was used as a control group, receiving 
no treatment at all. Detailed records were 
kept of height and weight, of incidence and 
duration of colds and allied conditions, of 
the attack rate of infectious diseases, of the 
occurrences of chilblains, and of progress in 
school work. Comparison of these records 
showed the following results. 

(1) In the control and irradiated groups, 
there was an advantage to the control in 
every respect, except in progress in school 
work, in which the figures were equal. (2) 
In the control and the screened group (who 
received radiant heat rays only) there was 
an advantage to the group of controls in 
every case, except in incidence of whooping- 
cough and progress in school work, in 
which the advantage was to the screened 
group. (3) In the screened and unscreened 
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groups, the advantage lay with the screened 
in all points except the average duration of 
the symptoms of colds, in which the figures 
were equal, and gain in height, in which the 
advantage was to the unscreened. In many 
of the results, whether obtained by observa- 
tion or measurement, or from subjective im- 
pressions, the numerical differences were very 
small, and in no ease were they large enough 
to signify a harmful or beneficial influence in 
either type of irradiation. These conclusions 
may at best be considered as a verdict of 
‘not proven” on the claims made for irradi- 
ation in the directions mentioned. 

In the case of the second problem, the con- 
clusions reached were more positive. In 
judging the effect of irradiation on the heal- 
ing of varicose ulcers, the procedure was 
again followed of comparing a group treated 


THE FILTERABLE FORM OF 


NE of the disputed questions at the 
present time is whether there is such a 

thing as a filterable form of the tubercle 
bacillus, or not. Calmette and his followers 
of the French school maintain that there is. 
The English-speaking workers, and some 
others, are not convinced. The position of 
affairs is, in fact, much the same as in the 
‘case of BCG. The subject has come to the 
fore since 1922 and the filterable element of 
the tuberculous virus has been studied by 
many observers from the point of the mor- 
phology of the bacillus, its mode of develop- 
ment, its infective power, and the charac- 
ter of the lesions it produces. The subject 
has proved to be so interesting, and its eluci- 
dation so important, that it was one of those 
discussed at length at the Sixth Conference 
of the International Union against Tuber- 
culosis which was held at Rome in Septem- 
ber 1928. At that meeting Professor Cal- 
mette presented in a report’ a complete 
statement of the results of study obtained up 
to that date, results which were based for 
the most part on researches conducted by 
himself, his assistants and pupils. After 
having satisfied himself that a filterable virus 
could be obtained from various kinds of 
tuberculous material, studies were made 
upon pregnant guinea pigs which showed 


1. CALMETTE, A., Bull. Inst. Pasteur 26: 889, 1928. 
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by irradiation with a group which received no 
irradiation. In brief, the results obtained in 
the irradiated group were much less satisfac- 
tory than in the group dressed with Unna’s 
paste alone. The most striking difference 
was shown in the ambulant patients, in whom 
no case of ulceration was cured with the light 
treatment, while 76 per cent were cured with 
the paste. 

The Medical Research Council are careful 
to insist on the difficulty of estimating the 
value of light therapy by any one method of 
inquiry. We freely subscribe to their belief 
that “those who most value the advance of 
light-therapy upon sound lines will most 
welcome every effort made to dignify it by 
freeing it progressively from empiricism.” 


H. E. M. 


THE TUBERCLE BACILLUS 

that the virus could pass the filter of the 
placenta, could set up lesions typical of this 
mode of infection, and that non-filterable and 
acid-fast forms of the tubercle bacillus were 
to be obtained from the lesions produced. 
Calmette’s statement of the matter may be 
epitomized thus. 

1. Virulent elements, invisible under the 
highest powers of the microscope, and fil- 
terable through various candles, Berkefeld, 
Chamberland L2 and L3, and Lilliput, exist 
in tuberculous material, pus, sputum, pleural 
and peritoneal exudates, the urine of patients 
suffering from renal tuberculosis, and in 
cultures of the tubercle bacillus on liquid 
media. 


2. These elements cannot be cultivated 
on artificial media, but can, on inoculation 
into guinea pigs, give rise to widely dis- 
seminated lesions of the lymph-nodes. In 
the lesions careful and prolonged search will 
reveal typical Koch bacilli, usually accom- 
panied by granules, some of which are acid- 
fast. 

3. The same filterable elements are met 
with in the blood of patients suffering from 
serious tuberculosis and also in the menstrual 
blood of tuberculous women. 

4. These filterable substances seem to be 
of somewhat feeble virulence, so that they 
are with difficulty cultivated on artificial 
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media and are, under ordinary circumstances, 
incapable of producing caseous lesions. Ex- 
ceptionally, one can increase their virulence 
and can cause them to assume bacillary 
aspects by passage through guinea pigs. 

5. Animals inoculated with the filterable 
virus become sensitive to tuberculin. Their 


serum contains anti-bodies titrable by the 
Bordet-Gengou fixation test. 

6. The ultra-microscopic forms of the 
tubercle bacillus, obtained from the blood of 
tuberculous patients, or from cultures, can 
pass the placenta of tuberculous females. 


7. In the offspring of tuberculous mothers 
dying soon after birth no visible tuberculous 
lesion is found at autopsy, but a reinoculable 
ultra-virus can be obtained, and also more 
advanced bacterial forms, granulations and 
acid-fast bacilli, having all the morphological 
characters of the normal tubercle bacillus. 

On the other hand, the commission ap- 
pointed by the Dutch Anti-tuberculosis 
Union to study this question of a filterable 
virus of tuberculosis have confirmed the 
researches in regard to the sensitization to 
tuberculin of animals inoculated with tuber- 
culous filtrates and also in regard to the 
occasional occurrence of acid-fast bacilli in 
the lesions, but, nevertheless, Byl, who 
states the case for the Dutch commission’, 
considers that the findings are anomalous, 
and that these anomalies cannot be attributed 
to infection by a filterable virus in the ordinary 
sense of that term. Nor do the results 
obtained by Lindemann and Bang Dscheng 
Li® in Germany altogether confirm those of 
the French investigators. At the beginning 
of 1929, too, the American investigators, 
Petroff, Thompson, and Frobisher, in re- 
peating some of the work, found acid-fast 
bacilli in equal percentages in normal guinea 
pigs and in those that had been inoculated 
with filtered tuberculous products. They 
were of the opinion that these bacilli are non- 
pathogenic, though belonging to the acid- 
fast group, and similar to the “timothy 
grass bacillus.’”” Commenting on this con- 
clusion, DeSanctis Monaldi* advances the 
2. By, J. P., Rev. Belge de la Tuberculose, No. 4, 1928. 


3. LINDEMANN, M., AND BANG DscHENG LI, Beitr. z. 
Klin. d. Tuberkulose 70: 579, 1928. 


4. Monaup, T. D., Compt. rend. Soc. d. biol. 100: 627, 
Mareh 8, 1929. 


opinion that either the guinea pigs in the 
United States more commonly harbour non- 
pathogenic acid-fast bacilli than do those in 
Europe, or that the acid-fast bacilli are con- 
veyed to them through the practice of in- 
oculation with tuberculin, which contains 
dead germs. He has examined 350 prepara- 
tions from lymph nodes from various regions 
in 92 guinea pigs that had not been inocu- 
lated, without finding any acid-fast micro- 
organisms. 

Since the publication of these reports 
many other studies have become available, 
which, in the opinion of a recent reviewer, 
F. De Potter,’ only confirm the findings of 
the French investigators. 

The subcutaneous inoculation of the fil- - 
terable virus of tuberculosis into guinea pigs 
is not followed by the production of a local 
lesion, nor does caseation primarily occur in 
the internal organs. The characteristic se- 
quel is a general hyperplasia of the lymph- 
nodes. This is interpreted to mean that the 
ultra-virus is of relatively feeble virulence, 
for guinea pigs will survive the inoculation 
for months, and after about two months 
acid-fast bacilli can no longer be found in 
their organs. 

It is to be hoped that this important 
matter will be eventually settled, one way 
or the other. Evidently, more study is 
needed. Should it prove possible to culti- 
vate the ultra-microscopic form on artificial 
media and watch its development into the 
ordinary bacillary and visible form valuable 
information would be obtained as to the 
laws governing the morphological trans- 
formation of the Koch bacillus. The tech- 
nical difficulties in the way of this kind of 
research are great, and the controls must be 
complete. The process of filtration itself 
requires close supervision. As a test for the 
impermeability of the filter for visible micro- 
organisms Calmette employs the cocco- 
bacillus of chicken cholera. The virus as he 
obtains it in the filtrate is devoid of contam- 
ination with this micro-organism, at least, 
for his test cultures remain negative. There 
is one possible fallacy in technique which 
has to be reckoned with when search is being 
made for acid-fast bacilli. This is that the 
distilled water that is kept in pathological 
5. DE PoTTeR, F., 

May 1929. 


Rev. Belge des Scien. Med. 1: 456, 
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laboratories has been shown to contain 
acid-fast bacilli at times. Distilled water 
should, therefore, not be used in the manipu- 
lations, or, if so, it should first be filtered 
through a fine porcelain filter (sterilized), 
the first portion of the filtrate being thrown 
away, and the balance carefully stored away 
from the dust. 

Should it finally be proved that the myco- 
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bacterium tuberculosis can exist in an ultra- 
microscopic form, a vast new field for study 
will be opened up, notably in regard to our 
conception of tuberculous infection, the 
mode of infection, the defensive reaction of 
the animal organism, the inflammatory re- 
actions, the abacillary stage of tuberculosis, 
and the sensitization of the organization. 
A.G.N. 


STERILIZATION FOR HUMAN 


HEORETICALLY, all will admit that 

the duty of developing and maintaining 
the human race at the highest peak of 
physical mental efficiency is a paramount 
one. No longer does it seem logical or 
justifiable to direct our attention to the 
breeding of cattle, pigs, and horses, to the 
neglect of our own species. Yet, progress 
towards this desirable end has been slow. It 
takes time for the cobwebs of ignorance, 
prejudice, and ineptitude to be brushed 
away. Nevertheless, it is becoming evident 
that thinking people are now being seized of 
the desire to work for betterment in this 
particular direction. 

Under the law of the “survival of the 
fittest,’’” Nature’s brutal biological necessity, 
the weakest went to the wall. This was as 
it used to be. To-day, under the beneficent 
administrations of preventive medicine and 
charity, the unfit are preserved, to perpetuate 
their kind and debase the quality of our race. 
At one time we bred from the top; now we 
breed from top and bottom, and, indeed, 
rather more from the bottom. The tendency 
to limit their families, so obvious among 
the more thinking and responsible members 
of the community, can only mean that the 
weak, the degenerate, and the generally 
unfit are steadily becoming more numerous 
proportionately. Unless something is done 
about it, one fears for the ultimate fate of 
the human race. Not only have we to 
reckon with the disaster of physical and 
mental degradation, with the sorrow, suffer- 
ing, and crime that it carries with it, but we 
have to face the fact that the social and 
economic burden is growing and must be 
borne in increasing measure by the fit. 
How insistent the matter is can be inferred 
from a few facts. It is stated, on excellent 
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BETTERMENT 


authority, that there are now three times as 
many persons afflicted with mental disease in 
proportion to the total population as there 
were fifty years ago. If this age of jazz and 
jollity, with its concomitant mental and 
physical stress, continues much longer we 
may expect this proportion to increase. It 
is estimated conservatively, taking the figures 
available from the United States, that 
four per cent of the people in that country 
will at some time in their lives need insti- 
tutional care on account of insanity; that 


five per cent have an intellectuality less 
than seventy-five per cent of that of the 


average person. Of the mentally defective 
the largest and most dangerous class, eugen- 
ically considered, are the morons, who 
present their own numerous and _ special 
problems. It is difficult, perhaps impossible, 
to estimate in what degree they lessen 
the effectiveness of a nation. 

There can be no doubt that heredity plays 
a part in the perpetuation of inferior, as of 
superior, stocks. The extent of its influence 
is more open to debate. There is enough 
evidence, however, to prove the truth of the 
general contention. We shall not develop 
the point, but may, perhaps, refer to the 
history of some noted families. In the 
case of the Kallikak family, the founder had 
an illegitimate son by a feeble-minded 
woman. From this son there sprang, in 
five generations, 480 descendants, of whom 
only 46 were known to be normal. The 
same founder subsequently married a normal 
woman, and from this pair, in six generations, 
496 children were descended, only one of 
whom was known to be abnormal. The 
famous Jukes family produced 1,200 defec- 
tives in six generations; the Nam family 
was 96 per cent feeble-minded. 
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The extent of the economic loss from 
feeble-mindedness may be to some extent 
appreciated when it is stated that each of 
these families cost its respective state from 
one to three millions of dollars. Some 
years ago, the State of Ohio recorded that 
it was then expending five millions of dollars 
annually for the care of mental defectives 
in its public institutions, and estimated 
that the whole civilized world was paying 
out about five thousand millions annually 
for the same privilege. 

Facts such as these constitute a grievous 
indictment of our commonsense. What can 
be done about it? One answer is ‘“‘Segrega- 
tion,” another is ‘‘Sterilization.’”’ The first 
alternative is expensive and relatively in- 
effective. The second, while to some it 
appears morally unjustifiable, is certainly 
effective. If practiced generally in suitable 
cases, of course with proper checks, it would 
go far to solve the problem of the survival 
of the mentally unfit. That the idea is 
gaining ground is evidenced by the fact that 
at nearly every conference on mental hygiene 
and in societies dealing with abnormal 
psychology the subject of sterilization of the 
unfit crops up, whether it is formally on 
the program or not. Like Banquo’s ghost 
it will not be downed. And, no doubt, as 
fuller knowledge becomes available, much 
of the prejudice and doubt that envelopes 
the subject will disappear. 

While some few countries have enacted 
sterilization laws these laws are often poorly 
conceived or inadequately put into operation. 
Consequently, it has been difficult to get 
sufficient facts on which to base any con- 
clusions. There is one notable exception, 
however. For twenty years the State of 
California has put into operation an effective 
sterilization law. Those who are _inter- 
ested will be glad to learn that the experience 
of these twenty years has been made avail- 
able in book form, under the auspices of the 
Human Betterment Foundation.* Some of 
the chief findings we shall now refer to. 

Up to January Ist, 1929, sterilization has 
been carried out in 6,255 cases. The opera- 
tion consists, in the male, of removing sec- 
tions from the vasa deferentia, and tying 


* Sterilization for Human Betterment, E. 8. Gosney, 
B.S., LL.B., and Paul Popenoe, D.Se., New York. The 
Macmillan Company, 1929. 


the cut ends; in the female, of carrying out 
an identical procedure on the Fallopian 
tubes, by abdominal section. There were 
very few failures, only three in males and 
four in females out of the whole number. 
The mortality from the operation itself seems 
to be nil. 


The results of the California experiment 
are interesting. The authors of the book 
referred to above conclude that ‘So far as 
can be judged the operation has no effeet— 
except to prevent parenthood.” In regard 
to sexual activity and desire, as a rule there 
is little change one way or the other. “An 
actual improvement in the sexual life is 
reported by one man in seven, one woman 
in three.” 


As pointed out in the report, sterilization 
may be accomplished for personal, social, 
or eugenic reasons. The personal reasons 
are for the protection of physical health or, 
occasionally, for the prevention of mental 
strain. The first of these probably applies 
to women only, and has its justification in 
the presence of disease of the heart, lungs, 
or kidneys, when the strain induced by 
pregnancy would probably be injurious. 

The operation for social reasons has a 
wide application. In California it has been 
used largely in the treatment of sex offenders, 
though its employment is never emphasized 
as a form of punishment. It is also valuable 
in the handling of a certain number of 
mental defectives, but not as the only 
measure to be employed. “Sterilization 
offers itself not as a substitute for segregation 
or parole, but as an adjunct to parole which 
makes it possible to extend the parole 
system safely.” 


The principal field for sterilization re- 


mains, namely, the eugenic. Persons should 
be sterilized if it is to the interest of the race 
that they produce no children or no more 
children, and if it appears that sterilization 
is the most effective and satisfactory means 
of preventing reproduction. Here, the inter- 
ruption of a bad inheritance comes into 
thought. Amaurotic family idiocy, hzmo- 
philia, Huntingdon’s chorea, certain forms 
of blindness, and deaf-mutism, dementia 
preecox, and manic depressive insanity could 
properly be limited by the procedure. 
Finally, the authors feel that the experi- 
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ment has been a distinct success. The 
operation of sterilization ‘‘certainly tends to 
prevent the birth of many inferior children, 
thereby allowing the proportion of superior 
children born in the population to increase. 
It also reduces definitely the burden of 


Editorial 


Tue INTERNATIONAL HEALTH YEAR-BOOK OF THE 
LEAGUE oF Nations, 1928 


The Health Organization of the League of 
Nations has just published its International 
Health Year-Book for 1928. This is the fourth 
volume of this publication, and it contains infor- 
mation concerning twenty-nine countries. Aus- 
tralia, Austria, Belgium, Canada, Czechoslo- 
vakia, Denmark, Dominican Republic, Egypt, 
Estonia, Finland, France, Germany, Hungary, 
Irish Free State, Italy, Japan, Latvia, the 
Netherlands, Norway, New Zealand, Panama, 
Poland, Roumania, Spain, Spanish possessions 
in the Gulf of Guinea, Sweden, Turkey, Union 
of Soviet Republics, United Kingdom (England 
Wales, Scotland, Northern Ireland), Kenya, 
British Somaliland, and Tanganyika. 

The object of the Year-Book is to give a 
survey of the progress made by the various 
countries in the domain of public health. It 
indicates new developments in the workings of 
the various health services, gives the most 
recent data as regards vital and health statis- 
ties, and reviews the work of the principal in- 
ternational organizations dealing with public 
health, such as the League of Red Cross Soci- 
eties, the Rockefeller Foundation, and the 
League Health Organization. The information 
contained in the Year-Book is furnished by the 
heads of national health services or persons 
deputed by them for this purpose. 


The statistics and data concerning each of 
the countries are arranged on the uniform lines 
adopted by the League Health Organization, 
and include twenty-eight standard tables (ex- 
cepting in the ease of Australia, Czechoslovakia, 
Estonia, Germany, Japan, Norway, Spain, who 
preferred to present their statistics in tables 
specially prepared by their health services). 

These tables are designed, to present the mini- 
mum of vital statistics necessary to allow the 
reader to ‘‘interpret correctly the information 
relating to health conditions in the country 
under consideration, and to compare the health 
conditions of the various countries.’’ They 
fall into the seven following groups: (1) Gen- 


eral Demography; (2) Birth Rates; (3) General 


caring for defectives and dependents.”’ They 
add, however, that with the negative measure 
of sterilization there should go hand in hand 
the positive measure of the encouraging of 
good breeding. 

A.G.N. 


Comments 


Death Rate; (4) Causes of Death; (5) Infant 
Mortality; (6) Public Health Statisties; (7) 
Curative Medicine. 

The Year-Book also contains a survey of in- 
dustrial hygiene in Great Britain, Belgium, and 
Germany. 

It is hardly possible to exaggerate the im- 
portance of the activities of the League of Na- 
tions in the public health field. From its Year- 
Book, which is unique of its kind, it is possible 
to obtain, and there only, accurate information 
as to the distribution of diseases throughout 
the various countries of the world, their extent, 
and their paths of extension. Through know- 
ledge of this kind, which, of course, is available 
first to officials of the League, practical results 
have already accrued, for information as to the 
prevalence of dangerous infectious disease is 
given by wireless to masters of ships and port 
authorities, thus enabling them to take timely 
precautions. The social bearing of disease is 
clearly brought out, and statisticians, epidemio- 
logists, and social workers will find in the Year- 
Book much that will interest them, and much 
that will form a basis for further advances in 
the welfare of the world. A.G.N. 


SMOKE ABATEMENT IN NEw York City 


The following is evidence of the efforts being 
made by the New York Health Department to 
control the smoke menace within the city limits. 


“‘New York has done away with 70 per cent of the 
smoke nuisance on Manhattan and 50 per cent on the 
rivers. Two years ago nearly sixty tugs were seen puff- 
ing smoke, but recently the health department could 
pick out only fourteen tugs in a day violating the smoke 
regulations. These were speedily controlled through the 
co-operation of local organizations and _ scientists. 
Harvey N. Davis, President of the Stevens Institute of 
Technology, has organized a New Jersey committee to 
co-operate with the New York committee. Prof. 
Williams J. Moore, of the Polytechnic Institute, 
Brooklyn, is studying the smoke problem; Prof. H. H. 
Sheldon, of New York University, is making a three 
years’ study of the problem, with regard to ultraviolet 
radiation and the dust count. Edward R. Weidlein, of 
the Mellon Institute, Pittsburgh, is assisting the New 
York Health Department, and Dr. Davis is studying 
smoke prevention and the most workable ordinances in 
effect throughout the country. The National Conference 
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Board on Sanitation, which maintains photo-electric cells 
at different places on Manhattan recording variations in 
light, is checking its records against those of a similar 
cell at Cedar Grove, N.J., which is beyond the smoke 
area. On the brightest day, the health commissioner 
says, New Yorkers lose as much as 45 per cent of the 
sun’s light at noon by smoke. “The unions co-operated 
last winter by sending men to instruct their members in 
smokeless stoking and care of furnaces. The health 
commissioner requests the earnest help of every citizen 
in further reducing the amount of smoke that hangs 
over New York.’’* 

These are efforts which probably few other 
cities equal, and which our Canadian cities, 
especially the largest one, Montreal, should strive 
to emulate. Legislation may be required in 
bringing about the abatement of smoke but much 
the most effective force is that of publie opinion. 
It requires teaching and the demonstration of 
facts collected from many sources for the de- 
velopment of this opinion. New York is de- 
servedly reaping the benefits of the work on 
this aspect of public health. 

H.E.M. 


* J. Am. M. Ass. 93: 1160, Oct. 19, 1929. 


A PLEA FoR MeEpIcAL ARCHIVES 


Elsewhere in the Journal will be found a 
letter from Dr. S. H. Corrigan, of Lampman, 
Sask., in which he draws attention to a very 
important matter —the formation of medical 
archives. Like others who dive into the medi- 
eal history of the past, Dr. Corrigan has become 
enamoured of the subject, and now makes the 
valuable suggestion that our Association should 
endeavour to obtain records of the medical men 
of Canada, from the first of its history until 
the present day. This somewhat ambitious pro- 
ject should not be beyond our powers of reali- 
zation, at least in much fuller measure than 
exists to-day. Indeed, a fair start has al- 
ready been made. We possess several valuable 
works relating to the early days of medicine in 
this country, in which biographical references 
abound. Notable are Dr. D. A. Campbell’s 
Pioneers of Medicine in Nova Seotia, Dr. 
William Canniff’s, The Medical Profession in 
Upper Canada, and Notes pour servir a l’histoire 
de la médecine dans le Bas-Canada of Drs. M. J. 
and G. Ahern. Canniff’s work brings the story 
up to the year 1850, and that of the Aherns to 
1800. Dr. J. J. Heagerty’s well known book 
also contains some biographical material, 
though conceived on different lines from the 
other works mentioned. 

Furthermore, our Association possesses a De- 
partment of Personal Archives, of which Dr. 
C. F. Wylde, the Medical Librarian of McGill 
University, is the efficient chairman. Some 
years ago this department sent out to all mem- 
bers of the Association a questionnaire relating 
to their individual careers and attainments. 


This effort might have met with a better re- 
sponse, though some valuable records were ob- 
tained. Perhaps the innate modesty of our 
profession operated here, but, if so, it was in 
this ease regrettable. It would be easy for the 
Canadian Medical Association to send out 
under its auspices a similar questionnaire to all 
the members of the profession, whether they 
belong to the Association or not. Reeords, too, 
might be obtained from universities, medical 
colleges, military organizations, and licensing 
boards. All recent and prospective graduates 
in medicine of Canadian schools could be urged, 
through their colleges, to furnish the general 
office of our Association with a short personal 
sketch, which might be amplified later, say, at 
five year intervals. This would take eare of 
the present, and, to some extent, of the future, 
but what of the past? 

There are, no doubt, family records or recol- 
lections that could be made use of. Many of 
us could do effective work by sending in brief 
biographies of medical members of our own 
families or of others known to us. There are 
several families in Canada at the present time 
that have a distinct medical ‘‘tang’’ about 
them. Their stories would be interesting and 
stimulating. If this is not impossible of accom- 
plishment in the case of many of the rank and 
file, how much easier it will be in the ease of 
the recognized leaders in Canadian medicine! 
Our older professional brethren could give us 
the benefit of their recollections, and thus pre- 
serve for us a memory of past times, of them- 
selves or of their former associates, now gone 
before, which otherwise will be likely to fade 
away. 

This is more than a task; it is a duty; it is, 
in truth, a debt that we owe to our forbears, 
whose burden was so often heavy, and whose 
recompense was so often light. Many a story 
of heroic effort would, beyond doubt, be laid 
bare, many a sidelight would be thrown on 
contemporary manners and practice, and, per- 
haps, some hitherto ‘‘mute inglorious Milton”’ 
might be shown to have sung a new epic of 
exalted struggle. A.G.N. 


L’ActTION MEDICALE 


We are interested in noting that L’Action 
Médicale of Montreal published in its November 
issue short biographical sketches, with portraits, 
of the three deans of the medical schools of the 
Province of Quebee—Drs. C. F. Martin, of 
MeGill University; L. de L. Harwood, of the 
University of Montreal; and Arthur Rousseau, 
of Laval University, Quebec. 

On page 233 we read;—‘‘L’Action Médicale 
will weleome any contribution in the way of 
letters, expressions of opinions, suggestions, ap- 
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preciations, from our English-speaking readers. 
Our periodical is devoted to the medical 
fraternity, and has been created to maintain on 
a high level the medical profession. 

‘‘Divergencies of opinion may arise between 
our members from time to time, but as long as 
personal animosity or selfish interests are not 
brought into the discussion L’Action Médicale 
will open its columns to its readers.”’ 

The Canadian Medical Association Journal is 
pleased to note this and passes on the invitation 


Special 


THE EXPERIMENTAL METHOD IN 
MODERN MEDICINE 
By B. P. Baskin, M.D., D.Sc., 
Research Professor of Physiology, 
McGill University, 
Montreal 

No discussion of the importance of the bio- 
logical sciences, especially physiology and bio- 
chemistry, in medical education will be found 


in this note, since it is obvious that these 
sciences form the basis of modern medicine. 


The most convineing exposition of this view is 
to be found in one of the best books ever 
written on medical problems, namely, Claude 
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3ernard’s ‘‘ Introduction a l'étude de la Méde- 
ine Expérimentale,’’ 1865 (translated into 
English in 1927). Information concerning 
different systems of medical education in 
various countries and their relative importance 
may be obtained from A. Flexner’s valuable 
study, ‘‘Medical Education’? (Maemillan Co., 
1925) .2 

My present aim is to emphasize only one of 
the possible ways of introducing the experi- 
mental method into the hospital wards and into 
medical practice. This method, of course, is 
used largely in university clinics and in some 
hospitals, but very little systematic experi- 
mental training is given to young medical men 
preparing for a medical or surgical career. The 
McGill University scheme of ‘‘ Experimental 
Surgery’’ is an attempt in this direction. 

Every medical student remembers that 
Strange feeling, when after a successfully ac- 
complished course in the biological sciences, 
including therein anatomy, physiology, bio- 
chemistry and pharmacology, he is first con- 
fronted with a patient in the hospital wards. 


1. A general discussion of the experimental method 
from a philosophical point of view may be found in 
G. W. Florovski’s ‘‘The foundation of logical relativ- 
ism’’, in Scientific Memoirs of Russian Scientists -in 
Prag, 1: 93, 1924. ‘ 


to its readers. Its aims are those of its French 
contemporary, as stated above. In our turn we 
say to our French-speaking brethren that we 
welcome contributions from their pens. In faet, 
articles in French have already appeared in our 
pages, and others will follow. Let us have a 
free interchange of ideas. For our part, we shall 
do all in our power to further the ‘‘entente 
cordiale’’ between the English- and French- 
speaking members of the medical profession. 
A.G.N. 


Articles 


It seems to him then that the knowledge 
aequired during his pre-clinical years has a 
rather limited application to the varied and 
complicated problems of clinical practice. He 
gets the impression that there must be a new 
way of approaching the human body that is 
diseased, and that a new mental attitude must 
be adopted. Instead of separate tissues, organs 
and systems, and their funetion, he has now to 
deal with a whole body, in which the normal 
relations are disturbed by pathological pro- 
cesses. Moreover, a new factor enters the field 
about which he knew nothing before; by any 
possible means he must restore to normal the 
disturbed condition of the body; in other words 
he must ‘‘help”’ his patient. 

As a result of this difficult situation 
may arise in the mind of the young 
student coneerning the real value of the bio- 
logical scienees in practical medicine. There 
is surely no practitioner in the world who 
would deny the significance of the biological 
sciences for medicine, and who would like to 
return to pure empiricism. There may, how- 
ever, be a great temptation to overestimate 
empirical experience, which still holds some 
ground in medicine owing to the incomplete- 
ness of our scientific knowledge. Such an at- 
titude towards the biological sciences can 
greatly handicap the development of medieal 
science. It may create that opposition to new 
ideas in medicine with which so many great 
discoveries have been confronted. Any sur- 
geon to-day would consider the neglect of 
asepsis during an operation to be a crime. Did 
they all, some fifty years ago, consider criminal 
the neglect of the measures proposed by Lister 
to prevent the infection of wounds? And did 
not those surgeons who rejected the new ideas 
of Lister bring in certain cases harm to their 
patients? In the same way now the practi- 
tioner will be of little use, or may even do harm 
to his patients, if he does not keep pace with 
the development and achievements of the bio- 
logical sciences. 


a doubt 
medieal 
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In his address on ‘‘The present tendencies 
and methods of physiological teaching and re- 
search,’’ A. V. Hill? says: ‘‘Medicine has a 
difficult and urgent task, a task which brooks 
no delay. One funetion of physiology is to 
keep the seas clear and free for that task. 
There are quackeries enough. To-day in 
London there are qualified medical practi- 
tioners, earning a large income, exploiting the 
credulity of sick people by using the childish 
box of tricks associated with the name of 
Abrams. There are many other such types of 
fraud. You know them just as well as we do. 
Without a scientific education how ean a 
medical practitioner deduce that a potency of 
50 in a homeopathic medicine represents a con- 
centration of one molecule in about 100,000 
visible universes !’’ 

Professor O. S. Gibbs* tells us an amazing 
story, of how more than ten thousand medical 
men prescribed for their patients, especially 
those with tuberculosis, impure tap-water with 
a smell of garlic. According to Burbidge,* on 


an average 24 per cent of the medicines pre- 
seribed in Canada belong to the proprietary 
and patent medicine class. 

But the importance of the biological sciences 
in practical medicine goes much deeper than 


the mere application of scientific discoveries to 
practice, or the control of false and fraudulent 
statements. Let us consider if there is any 
difference in the method of approaching a bio- 
logical and a medical problem. The basis of 
every biological science, such as physiology, 
biochemistry, ete., is experiment. As Claude 
Bernard pointed out long ago, experimentation 
is a mental process and not mere manipulation. 
‘Considered in itself the experimental method 
is nothing but reasoning, by the help of which 
we methodically submit our ideas to experience 
—the experience of facts’’ (l.e., p. 2). 

The biologist must first of all learn how to 
observe new facts or a deviation from those 
already known. The more sharply this 
capacity is developed in a biologist, the more 
chance he has of discovering a new phenomenon 
or establishing relations between phenomena 
previously discovered. Observation, however, 
is only the beginning of experimentation. The 
next step is the construction of a hypothesis 
which will explain the phenomenon observed, 
and which can be proved or disproved by actual 
experiment. The construction of a suitable 
hypothesis is the most important and the most 
difficult part of the experiment. Suecess here 
depends on the knowledge previously aeeumu- 
lated by the experimenter, the analytical 


- Science 61: 295, 1925. 
. Canad. M. Ass. J. 18: 565, 1926. 
4. Canad. J. of Pharmacy, 1927. 


properties of his mind, and his scientific 
imagination. 

Thus the experimental method consists in 
(1) observation; (2) construction of u hypo- 
thesis; and (3) actual experimentation. 

Exactly the same mental process is employed 
by the clinician. He observes a fact, a devia- 
tion from normal conditions; he constructs a 
hypothesis by which to explain the morbid 
phenomenon; and he proves or disproves his 
supposition by means of an experiment. In 
many eases the experiment is actually per- 
formed, as, for example, in the case of the gall- 
bladder test, the fractional analysis of gastric 
and duodenal contents, electrocardiography, 
and in certain tests employed in nephritis, 
diabetes, and so on. In many other cases the 
practitioner forgets that he is performing an 
experiment. Thus one will hardly say that he. 
is ‘‘experimenting’’ on a patient when he de- 
termines the expansion of the lungs by means 
of pereussion, or establishes a differential diag- 
nosis between the organic lesions of the heart 
valves and neurosis of the heart by ausculta- 
tion in a sitting or lying position. 

The mental process in the case of medical 
empiricism is quite different. The pathological 
deviation from the normal will be noted; a 
hypothesis whereby to explain the morbid con- 
dition will be constructed; but no attempts will 
be made to prove it experimentally. The de- 
cision concerning the case in question, especially 
in regard to the therapeutic measures to be em- 
ployed, will be made in accordance with previous 
experience, acquired at first or second hand, but 
which was never controlled by experimentation. 
(In the worst case, a drug may be given simply 
to avoid a symptom, say, pain, without any at- 
tempt to analyse the morbid condition.) As was 
stated above, in view of the complexity of most 
of the pathological states and the incompleteness 
of our scientific knowledge, empiricism, even in 
its best form, cannot be excluded altogether from 
practical medicine, but no effort should be spared 
to submit any empirical knowledge to the test 
of scientific analysis. 

What is true of medicine is true of surgery. 
There is no difference whatever between the 
methods of thinking in internal medicine and in 
surgery. In both eases it must be experimental 
and physiological. The only difference is in the 
treatment of disease, although even in this 
respect medicine and surgery do not differ great- 
ly, since both have many common methods of 
treatment (for example, the use of heat and 
light, radium, x-rays, and so on). It may also 
be remarked that the surgeon performs an ex- 
periment not only when he makes a diagnosis 
but also when he operates. In interfering with 
the integrity of the body, the surgeon performs 
his second experiment, changing the relations 
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between different organs or influencing the 
chemical composition of the body fluids. With- 
out any harm to the patient, a scientific post- 
operative investigation would clear up many 
questions and make for a better understanding 
of the results of surgical treatment. 

From this discussion it is clear that the basis 
of medicine is experiment. There is no doubt 
that the progress of medicine is closely related 
to that of the fundamental sciences, physics, 
chemistry and biology. But for the further de- 
velopment of medicine a most vital factor is the 
application of the experimental method. There- 
fore, the idea of experiment must be very deeply 
implanted in the minds of young medical men 
and surgeons. By keeping alive and unabated 
the spirit of investigation, they will not pass by 
the priceless material which human pathology 
presents in such inexhaustible variety. 

How is this army of investigators to be created 
for the hospitals? The medical curriculum does 
not afford much opportunity for training in the 
experimental method, since medical students 
produce no actual research work. There has 
been a suggestion® to place the professors of 
anatomy, physiology, physies, pathology, and 
pharmacology on the consulting staff of the hos- 
pital. It seems to the writer that this measure 
would be useful only if there is already the right 
atmosphere in the hospital. The best way to 
introduce the experimental method into practical 
medicine would probably be to train young med- 
ical graduates, especially those whose aim is an 
academie career in medicine or surgery, for a 
couple of years in the biological laboratories. 
By this is meant, not so much technical training 
in some of the biological sciences—physiology, 
biochemistry, pharmacology—as the acquisition 
of a certain mental attitude towards theoretical 
and practical medical problems. <A ‘‘scientifie’’ 
point of view on phenomena under observation, 
and ‘‘scientifie’’ treatment of such, cannot be 
acquired from books. Only actual research work 
in a laboratory, and continuous and strenuous 
mental effort directed towards the solution of 
certain experimental problems, will teach a 
young man to deal scientifically with them. 

At the present time an attempt is being made 
in that direction at MeGill University by the 
creation of a scheme of ‘‘Experimental Sur- 
gery’’ (supported by the Rockefeller Founda- 
tion). It is very desirable, however, to extend 
the scheme to the other branches of medicine. 
Young surgeons, who have proved themselves 
capable in that branch of medical science, enter 
one of the biological laboratories (physiology, 
biochemistry or pharmacology) and work there 
tor two years as research students, conducting 
experiments, many of which involve operative 
procedure on animals. They will return after- 
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wards to the university surgical clinic, where 
it is hoped that they will retain and foster with- 
in themselves the experimental spirit which they 
acquired in the laboratories. 


ON THE VARYING VIRULENCE 
MICRO-ORGANISMS IN 
INFECTIOUS DISEASE* 

By A. D. Buackxaprer, M.D., LL.D. 
Montreal 


OF 


The conditions which influence the varying 
virulence of micro-organisms in infectious di- 
sease have, until recently, been a matter of 
speculation only. Almost nothing definite has 
been known regarding them. It is only during 
the past few years that light has been thrown 
upon the problem by the combined investigations 
of epidemiologist, bacteriologist and biochemist. 
The recent address*therefore of Dr. J. A. Ark- 
wright of the Lister Institute, in which he dis- 
cusses some of the conditions influencing the 
virulence of bacteria will be read with interest. 

Virulence is defined by him as the special 
property or quality in bacteria by which it gives 
rise to such reaction in the body or parts of the body 
invaded by them as to cause disease or death. 
Objections have been made that it is useless to 
attempt to estimate the virulence of micro- 
organisms because the degree of reaction produced 
is dependent upon the interaction between the 
micro-organism and the condition which it finds 
in its host. This is in itself true, but variability 
in strains of the same pathogenic bacteria is now 
well recognized, and the difference in the strains 
may be sufficiently great to render one culture 
highly virulent, while another remains almost 
inert in its action on the tissues of an animal. 
Jstimation of the degree of virulence moreover 
is important when cultures of a pathogenic 
organism are employed for prophylaxis, and when 
dead bacteria are employed as_ prophylactic 
vaccines. 

With this introduction Dr. Arkwright went on 
to discuss the results which may follow the 
invasion of the body by micro-organisms. The 
bacteria may kill the animal or certain tissues of 
the animal by means of its exotoxins or endo- 
toxins without a general invasion of the tissues 
of the host; or, the invading bacteria may so 
stimulate the reactive forces of the host that they 
themselves are killed, or their noxious powers are 
destroyed. Furthermore, bacteria may carry 
on the invasion by a somewhat indirect method. 
The tissues of the animal may react to the 
presence of the microbes by causing an effusion 
of fluids and eells in the neighbourhood of their 
invasion, which only temporarily check their 
activity, but which are unable to destroy the 
bacteria, and may even afford a favourable culture 


*An abstract of the Bradshaw Lecture, The Lancet 
2: 963, November 9th, 1929. 
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medium for their development. Not only so, 
but these tissue fluids of a susceptible animal 
may actually promote an increase of virulence in 
the invading bacteria. This effusion of fluid on 
the part of the host can rarely be regarded as 
protective in its action but may in many cases 
be due to the irritation produced by the invaders. 
It is suggested that even the increase in the 
number of leucocytes which takes place may 
favour the invader if they take up, but cannot 
kill and digest the bacterium. They may then 
help their spread by transporting them to other 
parts of the body, and may even form suitable 
sites themselves for the multiplication of the 
bacteria, as appears to happen in gonorrhoea and 
cerebro-spinal meningitis, where the polymor- 
phonuclear leucocytes certainly do not kill all 
the bacteria they engulf. In pneumonia the 
effusion of lymph into the air cells certainly 
seems to afford a culture medium for bacterial 
development. There is reason also to think 
that in foot and mouth disease the amount of 
virus is in direct proportion to the amount of 
serous effusion. According to these hypotheses 
the highly virulent culture is supposed to possess 
resistant and invasive properties, enabling it to 
make use of the attempted defences of the host 
and turn them to its own advantage. 

Our present knowledge regarding measures for 
the control of virulence has proceeded from 
three lines of investigation. The epidemiological 


experiments carried out by Topley and Green- 
wood have shown the dependence of the progress 
of an epidemic among susceptible subjects on 
the addition to the community of fresh susceptible 
animals at short intervals, which feed the epi- 


demic like fuel thrown on to a fire. These 
investigators suggested that an increase in the 
virulence of the infective organisms may be the 
result of their entering and infecting a continued 
series of new hosts. Examination however of 
cultures isolated at the height of the epidemic 
did not show the organisms to have greater 
virulence than the organisms isolated at an earlier 
stage. In the artificial field of experimental 
bacteriology, however, the passage of bacteria 
through a susceptible animal often greatly en- 
hances activity and pathogenicity. The oc- 
currence therefore of an advance in virulence 
with the progress of an epidemic may be regarded 
as possible, but cannot yet be considered as 
certain. 

Another line of investigation has been by 
the chemical analysis of bacteria and the dis- 
covery of new components which appear to be 
a source of virulence. Of this feature we shall 
speak later. 

Variation in virulence may manifest itself in 
two different aspects, which should be considered 
separately. The first is evidenced by an alter- 
ation of behaviour in the animal body, and the 
second by a variation in the morphology of the 
bacteria and their colonies, associated with an 
alteration in chemical composition. In artificial 
cultures the same strain of bacillus may vary 


greatly from time to time in the strength of the 
toxin which it will yield, a fact which may be 
the bugbear of those whose object is to obtain a 
“‘good”’ toxin for the production of antitoxin. 

Virulence in the stricter sense implies ability 
to invade the tissues of the host and multiply 
there. The most valuable tests of this virulence 
are those which show the effect of the serum and 
tissues of the normal susceptible animal on the 
bacterial strain rather than the effect of those 
of an immune animal. In practice it is the sus- 
ceptible animal which is the measure of virulence, 
not the immune one. At present the direct 
test of pathogenicity by means of inoculated 
cultures is the best method of estimating viru- 
lence, but unfortunately it is open to some 
fallacies. 

The virulence of different cultures of the same 
kind of micro-organism may vary enormously, 
as shown by animal experiment. The pneumo- 
coccus and streptococcus are well known instances - 
of this. Dr. G. F. Gaskell, in a previous Brad- 
shaw lecture, described the pathology of 
pneumonia which had been produced in rabbits 
by the inoculation of cultures of different viru- 
lence. He found the variation in virulence such 
that the minimum lethal dose for a mouse varied 
between 1.0 ¢.cm. and one ten-millionth of 1.0 
c.cm. of an eighteen-hour broth culture. 

Since variation in virulence of cultures is an 
accepted fact, several questions at once arise. 
What is its nature, namely, what is the intimate 
change in the bacteria composing the cultures? 
How can these changes be encouraged or be 
prevented? What other changes accompany 
changes in virulence and how are the changes 
observed to appear? 

Pfeiffer, in 1905, discussed the known facts, 
and regarded the loss of virulence as of the same 
kind as atrophy of function from disuse, and its 
recovery as due to renewed opportunity for 
action, aided by the survival of the fittest; 
namely, of the most virulent bacteria in the 
animal body. A view essentially similar to this 
is, perhaps, the most acceptable to-day. Varia- 
tion in bacteria as in other living things may 
concern large or small changes, alone or in groups 
of characters. Such characters are motility, 
serological properties, manner of growth in 
culture, agglutinability, and so forth.’ 

Variants of very diverse characters can be ob- 
tained by selection of colonies on agar culture 
medium. Almost every known character has 
been observed to vary in one species of bacterium 
or another. By persistent selection of colonies 
growing on agar plates made from old broth 
cultures or from cultures in special media, a 
persistent or hereditary variant can be obtained 
corresponding to each of these altered characters. 
Variants are said to be hereditary when they can 
be kept pure by subculturing in agar at fairly 
short intervals without need for fresh selection 
of isolated colonies. Four distinct kinds of 
variants are now recognized in the group of 
intestinal bacteria, the B. coli, the B. typhosus 
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and the two forms of the B. paratyphosus. Mixed 
and intermediate variants occur, but these four 
forms ean often be obtained pure by repeatedly 
selecting colonies. 

Perhaps the most important variants for the 
purposes of this discussion are the capsulated 
and non-capsulated forms of pneumococcus and 
the pneumobacillus of Friedlander. The four 
forms of variants of intestinal bacteria depend 
on two pairs of characters for their differentiation, 
motility and absence of motility, smoothness and 
roughness. As far as evidence goes at present 
motility has no relation to virulence nor to toxi- 
genicity. That is to say, motile bacteria and 
non-motile bacteria are both approximately. of 
the same pathogenicity so far as is known, and 
the same is true of rough motile and rough non- 
motile, though in this case the pathogenicity is 
of a very low order. Strains of bacilli which 
cause disease in guinea pigs and rabbits and 
occasionally in men are motile when the incubator 
is kept at 70° to 80° F, but when the cultures are 
kept at blood-heat, 95° to 98° I’, they are no 
longer motile, and often do not form any flagella. 
This fact suggests that flagella do not play an 
important part in virulence. It is the somatic 
substance which is chiefly connected with viru- 
lence. It has also been shown that such reactions 
with serum in vitro as bacteriolysis, bactericidal 
action, and complement fixation are for the most 
part, if not entirely, concerned with the somatic 
part of the bacteria, and are related to the nature 
of the somatic antigen, but have very little indeed 
to do with the flagellar part. The hypothesis 
that the elaborate flagellar apparatus of such 
bacteria as the typhoid or paratyphoid bacteria 
is of no importance in regard to pathogenicity 
may at first be regarded as rather startling but is 
borne out by facts. Furthermore, it is not very 
uncommon to obtain from the blood in typhoid 
only non-motile cultures. It is true they usually 
become motile after being sub-cultured once or 
twice, but the motile character is evidently sup- 
pressed in the blood and tissues of these patients. 
It is also found that in some groups of cases the 
patient’s serum when used for a Widal reaction 
fails to give the typical flocculent clumping of 
flagellar agglutination, even when the emulsion 
used for the test is well endowed with flagella. 
This defect in typical Widal reaction was found 
in 25 per cent of cases of typhoid examined by 
Felix in Palestine. Workers in South Africa have 
had a similar experience. It is now realized, 
however, that the serum of such patients does still 
agglutinate the bodies of typhoid bacilli in a 
characteristic manner though the serum contains 
no flagellar agglutinins. The somatic clumping 
is not so obvious and needs some hours’ incubation 
before it is apparent. 

In the attempt to solve the problem of the real 
difference between the smooth and rough forms 
of bacteria, the biochemist has stepped in and 
materially helped our concepts of virulence. 


The virulent capsulated pneumococcus, when 


VARYING VIRULENCE OF MiIcRO-ORGANISMS 99 


analyzed chemically, has been shown to contain a 
carbohydrate substance which is absent from the 
uncapsulated cultures which lack virulence. 
The capsule appears to consist chiefly of the 
carbohydrate, or polysaccharide, called the 
“‘specifie soluble substance” united with protein. 
It seems certain that this development of the 
capsule is responsible for virulence and specificity, 
and that the protein with which the carbohydrate 
is combined, and which alone remains in the 
uncapsulated variety, while sufficient for the life 
and growth of the organism, does not of itself 
determine high virulence. At first it looks as 
if the coincidence of capsular virulence might be 
merely a re-statement of the old observation that 
capsulated bacteria were more pathogenic than 
uncapsulated bacteria in certain species, and the 
belief that the capsule protected the bacillus 
against phagocytosis by its physical interference 
with the process. It is now recognized, however, 
that there is more in it than this. The capsule 
of different types of pneumococcus has been shown 
to be different chemically and the virulence of 
the type varies with the chemical composition 
of the capsule. Type I pneumococcus is more 
virulent than Type II, and the sugar obtained 
from it by analysis is different. Furthermore, 
there is good reason to believe that the addition 
of a carbohydrate specific soluble substance to 
the protein of the bodies determines the difference 
and pathogenic activity and serological behaviour 
of the smooth and rough variants of the bacillus 
typhosus and paratyphosus although there is no 
suggestion of a capsule being present. 

Streptococci are a more difficult problem but 
they also, under chemical analysis, show essential 
differences in the composition of virulent and 
non-virulent cultures. It seems as if the ‘specific 
soluble carbohydrate” substance comprised in 
the capsulated and smooth cultures was the 
essence of virulence and specificity, which gave 
virulence to the bacteria, and enabled them to 
cope with conditions in the animal body. 

A theoretical, but important, question is how 
does the bacterium get this new substance. Is it 
merely due to a development or increase of an 
already existing part or function, or is it really an 
acquirement taken up whole and worked into 
the organization like food, and perhaps derived 
direct from the susceptible animal? Or does it 
arise by the reaction of the bacterium to the juices 
and cells of the host? Certain bacteria are well 
known to increase in virulence when grown in 


normal serum in vitro. The idea of an actual 
acquirement by the microbe from outside seems 
crude at first sight, but seeing that the capsulated 
state of the pneumococcus is not as a rule per- 
manent, and is often rather fugitive in artificial 
media which do not contain animal products, 
the persistence of the capsule for unlimited 
generations during which it continues in art- 
ificial media may perhaps be due to purely 
passive inheritance. 
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SUMMARY 


In the few instances in which experiments have 
been made and definite results obtained, virulence 
would appear to be dependent on chemical 
changes due to the presence of special chemical 
constituents. Dependent on the same factor is 
the production of special specific antibodies, and 
of immunity by inoculation of bacteria whether 


dead or alive. Vaccines which do not contain 
bacteria endowed with this specific soluble sub- 
stance are neither actively pathogenic nor of 
much value for prophylaxis. It is fair then to 
claim that the study of virulence in micro- 
organisms and all that may be implied has made 
a definite advance during the past few years and 
opened up pathways for future investigation 
which may be still more illuminating. 


Men and Books 


THE OSLER CATALOGUE* 


The following review of the Catalogue of 
the Osler Memorial Library, by Colonel F. H. 
Garrison, is reprinted in full from the Bulletin 
of the New York Academy of Medicine, Second 
Series, Vol. v, No. 9, pp. 860-863. 

One rises from an evening over this extra- 
ordinary volume with an evocation of an almost 
forgotten past, repeating to oneself, it may be, 
the outmoded sentiment of some Victorian 
novelist—‘‘ Ah! those were spring days!’’ It is 
now something over a decade sinee Sir William 
Osler passed away at the close of the World 
War, yet here we are once more, some of us, 
in close touch with the man, sensing his unique 
personality on every page, vividly, even, in 
those bracketed marginalia on his beloved 
books (signed ‘‘W.O.’’) which are the essence 
of fine bibliography. This catalogue of the 
great collection just dedicated at Montreal is a 
mammoth quarto, untempting to the sight, 
suitable for a monk’s leetern at 45 degrees, 
hard on the rectus abdominis if read in bed,t yet 
so alluring that the owner is apt to lose himself 
in it immediately, even into the small hours of 
the night. It would seem as if Osler were for- 
tunate even in the time of his passing, for 
after 1918, he would have fallen, not necessarily 
upon evil days, to be weathered with the blithe 
serenity of his colleague Allbutt, who survived 
him five years, but upon a period in which the 
ethical, professional and personal ideals he lived 
for were broken down utterly, the débdcle of a 
great civilization, when even 


‘*Strong Hades could not keep his own, 
But all slid to confusion.’’ 


* Bibliotheca Osleriana. 
illustrating the History of Medicine and Science. 
lected, Arranged and Annotated by Sir William Osler, 


of Books 
Col- 


A Catalogue 


Bt., and bequeathed to McGill University. (Edited by 
W. W. Francis, R. H. Hill and Archibald Malloch). 
xxxv, 785 pp., large 4°, Oxford, The Clarendon Press, 
1929, 63 s. (3 guineas). 

t We are informed that the editors and publishers 
of the book did not reckon on the degree of bibliophila 
or Osleriolatry that could induce a devotee to read such 
a work in bed!—[Eb.] 


Life goes on as before, with ‘‘business as 
usual,’’ young people are more cheerful than 
ever, but not even Osler could now say, with 
the poet he once attended: ‘‘Give me the pay I 
have served for: take all the rest.’’ This 
volume evokes memories of his universal 
friendliness to each and all, how he would go 
out of his way to cheer a colleague with the 
gift of a book out of the blue or an encouraging 
acknowledgment of some trite reprint; his 
sympathy with young people; his charm as an 
essential Victorian gentleman of the younger 
school; the devotion of his pupils and friends; 
the tragedy which closed his life; his service to 
wounded soldiers in the war— 


‘¢Faithful, indeed, is the spirit that remembers, 
After such years of change and suffering.’’ 


The book is compact of the nehil humani alienum 
in Osler, that universal interest in all things 
human which Singer rightly styled ‘‘cecumeni- 
eal.’’ The three editors, Francis, Hill, Malloch, 
with Mackall as Osler’s chosen sleuth-hound, 
have acquitted themselves nobly, making the 
dry bones live in a tome which will soon be 
prized like Haller’s great Bibliothecw. As an 
introduction to medical literature far more in- 
structive than those of Boerhaave and Young, 
it is a triumphant verification of Osler’s ex- 
pressed view: ‘‘There is no better float through 
posterity than to be the author of a good 
bibliography.’’ It begins (following the 
editorial preface) with one of the most fascinat- 
ing things he ever penned, an autobiographic 
sketch on ‘‘The collecting of a Library.’’ 
There follows the great Bibliotheca Prima, an 
almost complete list of basie texts and related 
items illustrating the history of medicine and 
general science, from Lucretius to Réntgen. 
Some 67 names are featured in large type as 
outstanding leaders of science, very much as 
in Choulant’s Handbuch of 1841, and these Dr. 
Francis styles ‘‘Primarians.’’? No exception 
could be taken to the Osler Primarians up to 
the second half of the 19th century; but if one 
misses Semmelweis, Chareot, Graefe, Ludwig, 
Kelvin, Maxwell and some other prime movers, 
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the list is after all, Osler’s own, representative 
of himself, and no more to be bickered over 
than an anthology of his (or another man’s) 
favourite poems. The meaning becomes clearer 
in Bibliotheca Seconda, which includes names 
and texts of secondary importance. If one 
misses here the essential contributions of some 
of his old familiars—Villemin, Trousseau, 
Krerichs, Naunyn, Dejerine, Marie, Metch- 
nikoff, hoc genus omne—it is at once apparent 
that, like Landor, he was always giving such 
items away to make room for others, to the 
value of a small fortune. Upon the advent of 
such newer men as Pavloff, Cajal, Aschoff, Emil 
Fischer, Loeb, Abderhalden, Schaudinn, Behr- 
ing, Wassermann, Bordet, Carrel, Rubner, 
Gulstrand, the list obviously closes. Some 
items which deserve a place in this wonderful 
collection — e.g., Baillou, Werlhof, Cruveilhier, 
Magendie, Sir W. Bowman, the pediatric com- 
pend of the younger Heberden, Goodeve’s 
tropical pediatries, Peacock on malformations 
of the human heart, will doubtless be added, as 
opportunity offers, by the faithful, who could 
have been of more material help in the master’s 
lifetime had they realized the immense scope of 
his endeavour. By way of contrast, the third 
section, Bibliotheca Litteraria, is amazingly com- 
plete. We look for unusual medical poets like 
Campion, Lodge, Beddoes, Saint-Marthe, Littré, 
and sure enough, Campion et al. are there and 
even Sainte Beuve’s fine causerie on Littré, with 
Osler’s notation of its memorable close: ‘‘ Bien 
qu'il n’ ait pas prononcé le fameux Serment qui 
lie au sacerdoce médical, il le porte écrit dans 
son ceur.’’ Sections five (Bibliotheca His- 
torica) and six (Bibliotheca Bibliographica) 
are made up of items on the history of medi- 
cine and bibliographie catalogues. Section 
seven (Ineunabula) includes 104 items, apart 
from those cited in Bibliotheea Prima; and 
Section eight 132 MSS., notably of Albertus 
Magnus (1487), Ferrari da Grado, Haly Abbas 
(Arabic), Johannes Jacobi, Lancisi, Nicolaus of 
Cusa, an indenture of Edward Osler as sur- 
geon’s apprentice (March 22, 1811), G. B. 
Porta (autographic), ,Sir John Harington’s 


Movies taken of sleepers indicate that the greatest 


possible relaxation oeceurs when the individual coils 
limself like a kitten and when he sprawls out like a 


swimmer. This new evidence on sleep is announced by 
Professor S. R. Hathaway,fof Ohio University, and Dr. 
If. M. Johnson, of the Mellon Institute, who are con- 
ducting an investigation at the 


of sleep institute. 


Sleepers who took part in the experiment were blind- 
folded to avoid disturbance from light and were photo- 


translation of the Salernitan Regimen, Constan- 
tinus Africanus and 15 early diplomas of the 
Universities of Bologna, Cambridge, Leyden, 
Padua, Pavia, Pisa, Rome, Utrecht and Venice. 
The appendix ‘‘Osleriana’’ contains the Edger- 
ton Y. Davis items and a list of such intriguing 
Osler MSS. as A Study of Dying, An Anniver- 
sary Address on Walt Whitman, Appeal to 
Hibernia Magna, Imaginary Letters from 
Fallopius & Co. on Howard Kelly’s Operative 
Gynecology, A lecture on Life in the Tropies, 
The Lessons of Greek Medicine, St. Thelema, 
The Nervousness of American Women, The 
Transatlantic Voice and so on. The volume 
terminates with a remarkable list of Sinhalese, 
Persian, Arabic, Hindustani and Sanskrit medi- 
eal MSS. and books, presented by Dr. Casey A. 
Wood. Of the collections made by Osler him- 
self, Harvey (165 items) and Sir Thomas 
Browne (162 items) are probably as complete 
as human endeavour can make them. The 
typography and proof reading are what might 
be expected from the Clarendon Press. Not 
only should Oslerians vie with Cushing and 
Mackall in adding missing classical texts of 
the smaller sort to this great collection, where 
possible, but should a second enlarged and re- 
vised edition appear, as seems probable, it 
could be made infinitely more valuable and 
viable, if issued in smaller and handier volumes 
(we can almost see the book-lover reaching for 
one of them with affection). May the present 
edition be to the next one as the 1543 Vesalius 
to the 1552-5 Vesalius, a collector’s specimen, 
sought after for its historic associations, but 
yielding to its successor in completeness, use- 
fulness and availability as a source of ready 
reference. As it stands, this volume ought to 
be in the hands of every seasoned lover of 
medical books and of every student who wishes 
access to the best bibliographic introduction to 
medical literature since Haller and Boerhaave. 
Those who work for the larger and more dis- 
tant end will do so in the spirit which moved 
Sir William to put his remaining energies into 
the task and Lady Osler to carry on in the face 
of doubled loss— 


‘“Make me see aright 
How each hath back what he once stayed to weep,— 
Homer his sight, David his little lad.’’ 


graphed in various poses by a motion picture camera. 
A typical subject took nine different poses in the course 
of about eight hours’ sleep and shifted from one position 


99° 


to another 33 times. All the preferred positions required 
some supporting strain, and the experimenters discovered 
that about half the time is spent in postures which are 
mirror-images of others, thus resting the muscles that 
have been strained in previous poses.—Science, Oct. 4, 
1929. 
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Association Wotes 


BRITISH MEDICAL ASSOCIATION 
ANNUAL MEETING: WINNIPEG, AUGUST, 1930 


The local Committees for the British Medical Association meeting have been functioning now 
for some weeks. Meetings are held regularly, and gradually the preliminary work is being overtaken. 


The local Vice-Presidents and Secretaries of Sections are in correspondence with their opposite 
numbers in Great Britain, arranging details of the scientific program. From word already received 
it is apparent that the recognized standard of meetings of the British Medical Association will be 
maintained. We shall have the opportunity of hearing many of the most distinguished leaders of the 
profession in the British Isles. 


ASSOCIATION HEADQUARTERS 


In Winnipeg the headquarters of the Association will be in the new Winter Club, a great structure 
which is admirably suited for this purpose. In it will be centred the various offices for registration, 
transportation, banking, mail, information, golf, railroad tickets and so forth. A Ladies’ Club will 
be arranged, in which facilities are provided for morning and afternoon tea, lunch, bridge, corre- 
spondence, hairdressing and manicure. The two main floors to the north, each 60 ft. by 120 ft. will 
be used for commercial exhibits and will provide space for nearly 100 booths. The ice area, 90 ft. by 
175 ft. will be floored and used for daily lunches for 1200 or more, afternoon lectures, the Listerian 
Oration by Lord Moynihan, and the Presidential Address. 


RELIGIOUS SERVICE 


It is customary at meetings of the British Medical Association to hold a religious service. This 
is always a very special event to which dignity and impressiveness are added by the wearing of academic 
dress by all members. Special attention is being paid to this feature, and it is hoped that an open air 
service may be arranged in a suitable location. The Imperial aspect of the meeting will lend a note 
of unusual interest to the procession. 


Pusiic MEETINGS 


A committee is arranging for three afternoon meetings, at which distinguished visitors will speak. 
It is planned also to invite others to address public meetings in the evenings. The Canadian Clubs 


and Service Clubs have also requested that they may be given the opportunity of hearing some of our 
guests. 


Miuitrary REUNION 


A military reunion is to be one of the events. There will be many former members of the Royal 
Army Medical Corps and Canadian Army Medical Corps at the meeting, and it is felt that such a 
gathering will afford a unique opportunity for renewing old associations. 


ScIENTIFIC EXHIBITS AND PATHOLOGICAL MusEUM 


Chairman: J. C. Boileau Grant, M.B., Ch.B., F.R.C.S.E. 
Honorary-Secretary: Daniel Nicholson, M.D., M.R.C.P. 


The Committee appointed to organize the Scientific Exhibits and Pathological Museum in 
connection with the above meeting proposes to arrange the material under the following heads: 
1. Exhibits bearing on papers and discussions in the various sections. 
2. Specimens and illustrations relating to any recent research work. 
3. Instruments relating to clinical diagnosis and pathological investigation. 
4. A series of specimens of special interest. 
5. Provision is being made for a large exhibit of x-ray films. It is hoped that in so far as 


possible these will be reduced to 8 x 10 inches, as cabinets to display films of this size 
are being constructed. 


The Committee wishes it to be understood that the above are provisional groups or sections. 
If there is any subject in which individual members are especially interested and can supply specimens, 
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illustrations, photographs, lantern slides, casts, microscopical preparations or the like, they are in- 
vited to communicate with the Honorary-Secretary. 


The museum will occupy a central position, adjacent to the main auditorium, in the building 


which houses the commercial exhibits, recreation rooms, and registration offices, and will be easy of 
access. 


The Committee desires to enlist the hearty co-operation of all and will be glad to hear from any 
whe are able to make an exhibit. Every care will be taken of specimens and the contents of the 


museum will be insured. Arrangements will be made whereby exhibitors may demonstrate their 
specimens. 


LapiEs’ CoMMITTEE 


This Committee, under the leadership of Mrs. Harvey Smith, has its program already well in 
hand. The Ladies’ Club will be established for the comfort and convenience of visiting ladies. Sub- 


committees are dealing with motor-transportation, golf, tennis, dancing. A special section will look 
after the interests of the younger visitors. 


LowErR Fort GARRY 


Twenty miles down the Red River from Winnipeg stands a stone fort built by “‘The Governor 
and Company of Adventurers of England, trading into Hudson’s Bay,’ in the years 1831-1839. The 
walls, including the bastions, extend for a distance of more than 2,000feet. The place is in a good state 
of preservation, and contains many objects of historical interest. It is now used as a Motor Country 
Club. It is hoped to arrange here an afternoon’s entertainment during the meeting. 


Earty BookIncGs 


Between eighty and one hundred members of the British Medical Association, with their wives 
or other members of their families, have already engaged passage for Canada by the 8.8. Duchess of 
York. Among them we see the well known names of Sir Robert Bolam, a former Vice-President of 
the British Medical Association; Prof. A. H. Burgess, President of the British Medical Association; 
Dr. H. B. Brackenbury, Chairman of Council, British Medical Association; Sir Hubert Bond; Dr. 


J. F. Gomez, Member of Council; Mr. Bishop Harman, Chairman, Section of Ophthalmology, and 
Treasurer, British Medical Association; Sir Richard Luce, Member of Council; Lord Moynihan, 
President, Section of Surgery, and Listerian Orator; Sir James Purves-Stewart; Sir Humphry Rol- 
leston, Regius Professor of Physic, Cambridge University; Mr. H. 8. Soutar, Member of Council; 
Sir StClair Thomson, President, Section of Oto-laryngology; Dr. R. J. Willan, Member of the Science 


Committee, British Medical Association. 


It is announced, also, that Sir James Barrat, of Melbourne, Australia, will come to Canada for 


the meeting. 


THE ROYAL COLLEGE OF PHYSICIANS 
AND SURGEONS OF CANADA 


For the benefit of our readers the following 
information is published :— 


19-20 GEORGE V. 


Chap. 97 


“AN AcT TO INCORPORATE THE RoyAL COLLEGE. OF 


PHYSICIANS AND SURGEONS OF CANADA” 


(Assented to June 14th, 1929) 


_ Whereas the Canadian Medical Association, a corpora- 
tion constituted by chapter six-two of the statutes of 1909, 
has, by its petition, prayed in effect that it may be enacted 
as hereinafter set forth; and whereas His Majesty 
King George V. has been graciously pleased to grant 
permission to the College to use the title “Royal”; and 
whereas it is expedient to grant the prayer of the said 
petition: Therefore His Majesty, by and with the advice 
and consent of the Senate and House of Commons of 
Canada, enacts as follows:— 

1. In this Act unless the context otherwise requires— 
(a) “the College’ means the corporation constituted 
under the provisions of this Act; 


(b) “the Council’? means the Council of the said 
College; 


(c) ‘Fellows” means members of the College; 


(d) “Charter Fellows” means members of the Col- 
lege who become such upon the coming into force of this 
Act, together with those persons selected and admitted 
as Fellows within two years thereafter. 


2. Those persons holding at the date of the coming 
into force of this Act appointments as professors in 
medicine, surgery, gynecology or obstetrics in a Canadian 
university together with the persons from time to time 
selected and admitted as, or otherwise being, Fellows of 
the College pursuant to this Act, upon their consent so 
to act, are hereby constituted a corporation under the 
name of “The Royal College of Physicians and Surgeons 
of Canada,” and when the French language is used to 
designate that corporation the equivalent name shall be 
Collége Royal des Médecins et Chirurgiens du Can- 
ada. 


3. The General Secretary of the Canadian Medical 
Association shall call together, at Ottawa, within six 
months of the passing of this Act all those entitled to 
become Fellows of the College, as set out in section two 
of this Act. All those present at such meeting shall 
constitute a provisional Council. It shall be their duty 
at this meeting to elect a Council with such officers and 
officials as they may deem necessary. The elected Council 
officers and officials shall hold office in accordance with 
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the provisions of this Act and with the by-laws, rules and 
regulations of the College. 

4. The Council shall hold office for a period of four 
years, and until their successors are elected and hold their 
first meeting. 

5. The Council may, at any time within two years 
after the coming into force of this Act and without exami- 
nation, select and admit as Fellows any duly qualified 
persons domiciled in Canada who have in their opinion 
given evidence of high ability in one or more departments 
of medicine. 

6. The Council may without examination, select and 
admit as Fellows, physicians and surgeons practicing in 
Canada and licensed to practice in at least one of the 
provinces thereof, and holding a diploma or fellowship 
issued or granted after examination by a _ recognized 
medical or surgical organization constituted by the laws 
of the United Kingdom of Great Britain and Northern 
Ireland, the Irish Free State, any of the British Dominions, 
the Republic of France, or of such other countries as the 
Council may direct, if in the opinion of the Council such 
diploma or fellowship is of equal status to fellowship in 
the College. 

7. The Council may without examination select and 
admit as Honorary Fellows such distinguished physicians, 
surgeons or other persons resident within or without 
Canada as the Council may deem fit. 

8. (1) Except as hereinbefore mentioned no person 
shall become or be admitted as a Fellow of the College 
until he shall have complied with such by-laws and regu- 
lations as the Council shall from time to time consider 
expedient, and unless he shall have passed such special 
examinations, in either the English or the French language, 
by the examiners of the College as the Council shall from 
time to time prescribe and direct for candidates for fellow- 
ship, but every fit and proper person, qualified as herein- 
after set forth and having complied with such rules and 
regulations and passed such special examination as 


hereinbefore set out, shall be entitled to be admitted as a 


Fellow of the College. 

(2) All candidates wishing to be examined in 
either the English or the French language, for fellowship 
in the College shall be graduates of not less than three 
years standing of a Medical School or University approved 
by the Council, and shall hold license to practice medicine 
in at least one of the Provinces of Canada. 

_ (3) The Council may by by-law provide for the 
organization of the College into medical and surgical 
divisions and for admission into fellowship in the College 
in one or other of such divisions, in which event a Fellow 
of the Surgical Division may be known and designated as 
a Fellow of the Royal College of Surgeons of Canada, or 
in the French language as “ Associé du Collége Royal des 
Chirurgiens du Canada,” and a Fellow of the Medical 
Division may be known and designated as a Fellow of the 
Royal College of Physicians of Canada, or in the French 
language as ‘‘Associé du Collége Royal des Médecins du 
Canada.” 

9. (1) The admittance of every Fellow or Honorary 
Fellow of the said College shall be by diploma under the 
seal of the said College in such form as the Council shall 
from time to time think fit, provided that one or more 
general diplomas may be granted or issued covering the 
admittance to the College of such Charter Fellows. 

(2) The Council shall cause the name of every 
Fellow or Honorary Fellow for the time being of the Col- 
lege to be entered, according to the priority of admittance 
or otherwise as the Council may direct, in a bovk or 
register to be kept for that purpose at the headquarters 
of the College or suth other place as the Council shall 
direct, and such book or register, subject to such reason- 
able and proper regulations as the Council for the time 
being may direct shall be open to the inspection of any 
Fellow of the College. . 

10. The business and affairs of the College shall be 
administered by a Committee of the Fellows to be known 
as “The Council” of the College. 

11. The Council may make such by-laws, rules and 
regulations not inconsistent with the provisions of this 
Act as it may deem necessary or advisable for the govern- 
ment and management of its business and affairs and 
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especially with respect to the qualifications, classification, 
admission and expulsion of Fellows, the fees and dues 
which it may deem advisable to impose, and the number, 
constitution, powers, duties and mode of election of the 
Council or any sub-committees thereof, and of the officers 
of the College, and may from time to time alter or repeal 
all or any of such by-laws or rules as it may see fit. 

12. The College may receive, acquire, accept and 
hold real and personal property by gift, purchase, legacy, 
lease or otherwise, for the purpose of the College, and may 
sell, lease, invest or otherwise dispose thereof in such 
manner as it may deem advisable for such purposes, 
provided however, that the annual value of the real 
estate held by the College shall not exceed the sum of 
fifty thousand dollars. 

13. No Fellow of the College shall merely by reason 
of such fellowship be or become personally liable for any 
of its debts or obligations.” 


Acting upon instructions contained in Para. 3 
of the Act, and with legal direction, the General 
Secretary of the Canadian Medical Association, 
Dr. T. C. Routley, convened the first organiza- 
tion meeting of eligible Fellows (see Para. 2) on 
Wednesday November 20, 1929, in Ottawa. 

The meeting was called to order shortly after 
10.00 a.m., seventy-one eligible Fellows answering 
to the roll eall. 

After reading the text of the Act, Dr. Routley 
declared those present the ‘‘ Provisional Council” 
with duties as defined in Para. 3. Dr. A. T. 
Bazin, of Montreal, was elected Chairman of 
Provisional Council. 

Comprehensive agenda had been prepared and 
in order to facilitate discussion the meeting 
resolved itself into a Committee of the Whole 
and the following items were disposed of :— 

Registration Fee.—It was agreed that this fee 
should be $100.00. 

Physical Constitution of the College-—Some of 
those present were of the opinion that there 
should be two distinct Colleges, namely, a Royal 
College of Physicians and a Royal College of 
Surgeons. Others were firm in the belief that 
there should be one College, as constituted by 
the Act, but’made up of two divisions, Medical 
and Surgical. Finally it was agreed that Pro- 
visional Council recommend to Council the 
desirability of conferring upon each division, 
medical and surgical, the greatest amount of 
autonomy possible under the Act. 

Council.—It was agreed that the first Council 
should be composed of eighteen members to be 
elected by the Provisional Council. 

Officers.—It was decided that Council should 
be instructed to elect a President of the College 
who would also act as Chairman of Council; 
two Vice-Presidents who would also act as Chair- 
men of the Medical and Surgical Divisions, 
respectively; and a Registrar. 

The First Elected Fellow—Upon nomination 
and unanimous agreement, Dr. T. C. Routley 
was elected a Fellow of the College because of his 
“high ability in the special department of 
Administrative Medicine.” Dr. Routley selected 
Fellowship in the division of Medicine. 

Nominations for Council.—It was decided that 
the Chairman should appoint a Nominating 
Committee of nine members, representative of 
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the nine universities of Canada, whose duty it 
should be to nominate the eighteen councillors. 

The Nominating Committee retired for de- 
liberation, and, upon their return nominated the 
following: Drs. J. G. MacDougall, Halifax; 
ix. A. MacKenzie, Halifax; C. Dagneau, Quebec; 
\. Rousseau, Quebec; J. E. Dubé, Montreal; 
L.. deL. Harwood, Montreal; A. T. Bazin, Mon- 
treal; J. C. Meakins, Montreal; Neil J. Maclean, 
Winnipeg; C. R. Gilmour, Winnipeg; F. N. G. 
Starr, Toronto; Duncan Graham, Toronto; E. L. 
Pope, Edmonton; A. R. Monroe, Edmonton; 
L. J. Austin, Kingston; W. T. Connell, Kingston; 
Geo. C. Hale, London; Hadley Williams, London. 

Dr. T. C. Routley, Toronto, Registrar pro tem. 
of the College. 

The Nominating Committee also recommended 
that the permanent headquarters of the College 
should be Ottawa. The report of the Nominating 
Committee was received and adopted. 

It was decided to leave further details to the 
incoming Council. 

The Committee of the whole then reported 
back to the Provisional Council who passed upon 
the items above mentioned. 

A hearty vote of thanks was tendered the Com- 
mittee of the Canadian Medical Association on 
the Royal College of Physicians and Surgeons of 
Canada, and also the General Secretary of the 
Canadian Medical Association for the work which 
they did, leading to the formation of the College. 

The Provisional Council then adjourned. 


MEETING OF CoUNCIL 


The Council immediately convened, attended 
by the following members: Drs. K. A. Mac- 
Kenzie, Halifax; C. Dagneau, Quebec; A. Rous- 
seau, Quebec; J. E. Dubé, Montreal; L. deL. 
Harwood, Montreal; A. T. Bazin, Montreal; 
J. C. Meakins, Montreal; Neil J. Maclean, 
Winnipeg; Duncan Graham, Toronto; F. N. G. 
Starr, Toronto; L. J. Austin, Kingston; Geo. C. 
Hale, London; T. C. Routley, Toronto. 

Dr. A. T. Bazin acted as Chairman pro tem. 


Election of Officers and Officials 


It was agreed that Council should proceed to 
the election of President, two Vice-Presidents, 
two Honorary Secretaries and a_ Registrar- 
Secretary; that nominations should be made 


from the floor and elections should proceed by 
ballot. 


Dr. J. C. Meakins was elected President and 
upon taking the Chair thanked the members of 
Council for the honour thus conferred upon him 
in electing him as the first President of the Royal 
College of Physicians and Surgeons of Canada. 

Dr. Dunean Graham was elected Vice-President 
of the Division of Medicine and Dr. F. N. G. 
Starr, Vice-President of the Division of Surgery. 

Dr. Geo. C. Hale and Dr. C. Dagneau were 
elected Honorary Secretaries of the Divisions of 
Medicine and Surgery, respectively. 


Dr. T. C. Routley was appointed Registrar- 


Secretary and for his convenience the temporary 
offices of the College were established at Toronto. 

The details of appointment of auditors, opening 
of a suitable set of books, opening of a bank 
account, and bonding of the Registrar-Secretary 
were then disposed of. 


The Fellowship Fee 

The Registrar-Secretary was instructed to 
notify all eligible Fellows who were invited to 
attend the organization meeting that the fee of 
$100.00 was due and payable within sixty days 
of the date of mailing of notice, upon the receipt 
of which Fellowship in the College would be 
granted. 

Eligible Charter Fellows 

Council discussed the interpretation of Para. 2 
of the Act, and as a matter of convenience, drew 
up three lists:— 

1. Those invited to the organization meeting, 
with the addition thereto of any Emeritus Pro- 
fessors in the departments specifically named in 
Para. 2. 

2. Professors in any branch or subdepartment 
of Medicine, Surgery, Obstetrics and Gynecology 
who have not already been included in list 1. 

In this list it was agreed that professors in the 
following branches are eligible:— 

Pediatrics, Neurology, Psychiatry, Thera- 
peuties, Cardiology, Dermatology, Urology, 
Orthopedics, Ophthalmology, Oto-laryngology. 
The following were held over for further con- 
sideration:—Pathology, Bacteriology, Serology; 
Public Health and Preventive Medicine; Physio- 
therapy; Radiotherapy ; Electrotherapy ; 
Roentgenology; Anesthesia. 

3. Those who may be admitted to Fellowship 
under Sections 5 and 6 of the Act. 


Committees 


Three Committees were appointed as follows :— 

1. The President, two Vice-Presidents, and 
Registrar-Secretary, to obtain a Register of the 
College and report upon form of Crest, Seal, 
Diploma, Robes and Stationery. 

2. Committee on Constitution and By-Laws— 
Dr. A. T. Bazin, with power to add from the 
members of Council. 

3. Committee on Examinations, Credentials 
and Fellowship—Dr. L. J. Austin, with power to 
add from the members of Council. 


Council adjourned at 7 p.m. to reconvene at 
the call of the President. 


THE THIRD CONFERENCE ON THE 
MEDICAL SERVICES IN CANADA 


The third Conference on the Medical Services 
in Canada, convened by the Canadian Medical 
Association and held under the distinguished 
patronage of the Honourable Minister of Pensions 
and National Health for Canada, assembled in 
the House of Commons, Ottawa, on Thursday 
and Friday, November 21st and 22nd, 1929, with 
an attendance of seventy-seven, representing 
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the various medical organizations from coast to 
coast. 

In the absence of the Honourable Minister of 
Health, the Honourable J. C. Elliott, Minister of 
Public Works, welcomed the Conferees on behalf 
of the Government, and expressed his sincere 
hope that the Conference would be attended with 
the same successful results as appeared to follow 
in the train of the two previous conferences 
held in 1924 and 1927. The Honourable Minister 
pointed out that the Government of the day was 
thoroughly conversant with the efforts being put 
forward by medical organizations to support all 
movements for the betterment of public health 
in Canada, and he believed that this present 
Conference had as its objective the attaining of 
the best of health ideals for our people. 

Dr. A. T. Bazin, President of the Canadian 
Medical Association and Chairman of the 
Conference, in a brief address, outlined to the 
Conferees the purpose of these meetings, referred 
to the results which had accrued from previous 
Conferences, and expressed the hope that this 
meeting would, in every way, be productive of 
much good. 

Dr. John A. Amyot, Deputy Minister of Health 
for Canada, followed with a brief résumé of 
matters of particular interest to the medical 
profession, laying emphasis upon the Narcotic 
Drug Problem and the treatment of sick 
mariners. 


During the afternoon, the following program 
was presented, dealing with the subject of Health 
and the State:— 

“Prevention of Disease,” 
H. E. Young, Victoria; M. R. Bow, Edmonton; 
F. C. Middleton, Regina; Wm. Warwick, Saint 
John; and P. A. Creelman, Charlottetown. 


introduced by Drs. 


” 


“Therapeutics,” introduced by Drs. Kenneth 
MacKenzie, Halifax; Geo. A. Ramsay, London; 
E. J. Boardman, Winnipeg; D. 8. Johnstone, 
Regina; and W. G. Anderson, Wardlow. 

In the evening, the members of the Conference 
dined together at the Chateau Laurier Hotel, 
the speaker of the evening being Professor Stephen 
Leacock, of Montreal, who chose as his subject, 
“Uniformity and Standardization in Education.” 
Doctor Leacock was in his very best form and 
ond delighted his audience, not only with his 
yrilliant humour but with the splendid manner in 
which he treated his subject. Doctor Leacock 
deplored the tendency to standardization in 
matters of education and social contact, although 
he admitted that such unifying influence had had 
their beneficial effects in industry and other walks 
of life. 

The second day was given over to the following 
program, all of which was received with great 
interest: 

“The Trend of Medical Education in Canada,” 
introduced by Drs. J. ©. Meakins, Montreal; 
and J. S. McEachern, Calgary. 

“Periodic Health Examinations,” introduced 
by Drs. C. F. Martin, Montreal; A. Grant 
Fleming, Montreai; and T. C. Routley, Toronto. 
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“Medical Licensure,” introduced by Drs. 
E. S. Ryerson, Toronto; and G. C. VanWart, 
Fredericton. 

‘“‘A Survey of Nursing Education,’ by Dr. G. 
Stewart Cameron, Peterborough. 

“Occupational Therapy,” by Dr. James W. 
Ross, Toronto. 

“‘An Interim Report of the Medical Survey of 
Canada,” by Dr. G. Harvey Agnew, Toronto. 

Before adjourning, resolutions of thanks were 
expressed to those who had made the Conference 
possible, while additional resolutions bearing upon 
the subjects discussed, and the possibility of 
future Conferences were passed, later to be for- 
warded to the organizations represented. 


All the proceedings were reported by Hansard, 
and, through the courtesy and kindness of the 
Department of Pensions and National Health, 
are to be published in book form for distribution 
to the profession. 


CONFERENCE OF VOLUNTARY HEALTH 
ORGANIZATIONS OF CANADA 


Unique in the history of Canada was the 
Conference held in Ottawa on Thursday and 
Friday, November 28th and 29th, 1929, convened 
by Dr. John Amyot, the Deputy Minister of 
Health for Canada, and attended by repre- 
sentatives of fourteen health organizations,— 

The Canadian Red Cross Society, 

The Canadian Tuberculosis Association, 

The Canadian Social Hygiene Council, 

The Canadian Council on Child Welfare, 

The St. John Ambulance Association, 

The Victorian Order of Nurses, 

The Canadian Dental Hygiene Council, 

La Fedération des Femmes Canadiennes- 

Francaises, 

The Canadian Nurses’ Association, 

The Canadian Medical Association, 

The National Council of Women, 

The Canadian Public Health Association, 

The Canadian National Committee for Mental 

Hygiene, 

The Federated Women’s Institute. 

Many weeks prior to the meetings the several 
organizations had fyled with Dr. Amyot such 
reports and copies of proceedings as they desired 
to have communicated to the Conference. Each 
organization, upon being called upon to present 
its material, was handed the memorandum which 
had been submitted to Ottawa, and from this, 
made its report to the meeting. It appeared to 
be the unanimous opinion of those who were 
privileged to be present that the meetings had 
been not only interesting and informative, but 
that they had presented an opportunity for the 
clearing away of many misunderstandings as to 
the scope and activities of each; and, further- 
more, that an opportunity was presented to each 
organization to indicate clearly to the others why 
it was entitled to moral and financial support. 

The conclusions reached by the Conference 
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were largely along the lines indicated by the 
Minister of Pensions and National Health in his 
address to the Conference at its opening session. 

Hon. Dr. J.H. King outlined the degree to which 
the Canadian public was indebted to the organ- 
izations represented in the Conference for the 
high standard of public health education in the 
Dominion, for much of its health legislation, and 
for a large measure of the actual services in this 
field. He stated that it was not so much over- 
lapping that was in itself dangerous or un- 
desirable, as the lack of co-operation and under- 
standing in program and in carrying them out. 

The Conference revealed that overlapping 
among these agencies was not nearly as wide- 
spread or serious as had been thought, and could 
be met by co-operative effort. In fact, it was 
agreed that in regard to some matters such as 
the dissemination of health knowledge, consider- 
able benefit was to be derived from a constant 
reiteration of the sound facts of health teaching. 

The reports on the work of the different 
organizations indicated that practically any need 
that might arise for national effort in the field of 
public health in Canada could now be met by 
the extension or adaptation of existing agencies 
without the creation of new bodies. 

The six resolutions with which the Conference 
closed indicated the degree to which those 
charged with the responsibility of leadership in 
voluntary health effort in Canada were willing to 
co-operate in giving effect to their programs. 
These resolutions read as follows:— 

1. That the members of this Conference 
express their appreciation to the Honourable 
Minister of Pensions and National Health, to 
the Deputy Minister and to the staff of the 
Department in convening this meeting, for the 
courtesy and personal interest they have shown, 
which has made this meeting a success and in- 
spiration to all attending it. 

2. That this meeting respectfully suggest that 
the Department of Pensions and National Health 
undertake a tabulated statement of all activities 
of the organizations here represented, as sub- 
mitted to this Conference, and transmit the same 
to all organizations represented here. 

3. That this meeting respectfully suggest to 
the Deputy Minister of Pensions and National 
Health that the Department make available to 
the several organizations represented here multi- 
graphed copies of the proceedings of the meeting 
and of the reports tabled, and, in the discretion 
of the Deputy Minister, of such additional docu- 
ments, including constitution, by-laws, and 
annual reports, as each organization may care to 
deposit with the Department. 

4. That, whereas this Conference has been of 
distinct value to all the participating organ- 
izations, we respectfully suggest that the Deputy 
Minister of Pensions and National Health of 
Canada re-convene the Conference at such time 
as he sees fit, and, further, that he invite the 
attendance of such other national agencies as he 
may deem wise. 
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5. That this Conference recommend that the 
representatives of each organization participating 
in this meeting suggest to their respective boards 
that each organization study the tabulation. of 
the activities of all the organizations represented 
here, and that each organization come to the next 
Conference prepared to give the question of 
sympathetic co-operation and active support to 
all the other organizations their serious con- 
sideration. 

6. That this Conference recommend to all the 
organizations represented therein that no new 
type of work in the health field be undertaken by 
any participating organization prior to the 
meeting of the next Conference, or, failing that, 
without reference to the Deputy Minister of 
Health for Canada. 

The fact that the organizations participating 
in the Conference represent among them a total 
annual expenditure of $2,000,000 on health and 
nursing services in Canada indicates, in some 
degree, how far-reaching and effective the agree- 
ment of co-operation decided upon will ultimately 
prove. 





THE STUDY COMMITTEE ON NURSING 

Readers of the Journal will be interested in 
the progress of the Survey of Nursing Educa- 
tion in Canada, which has at last been begun 
by Dr. George M. Weir, Professor of Eduea- 
tion, University of British Columbia. 

At the request of the Joint Committee of the 
Canadian Medical Association and the Can- 
adian Nurses’ Association, Dr. Weir has begun 
his work in Ontario. This starting point was 
decided on for two reasons: first, beeause it 
seemed desirable that at the outset Dr. Weir 
might be closely in touch with the members of 
the Committee; secondly, because of the fact that 
there are many training-schools in hospitals of 
various kinds within easy travelling distance 
of Toronto, it was felt that the Director, whose 
leave of absence from his university is limited, 
might make a concentrated attack with the 
minimum loss of time. After leaving Ontario, 
the Director will probably spend some time in 
Quebee and the Maritime provinces, then in 
the Prairie provinees and British Columbia. 

At present the ground-work of the survey is 
being laid. Special questionnaires are being 
prepared; psychological examinations are being 
given to student nurses; and personal rating 
studies and rankings on theory and practice 
are being worked out. Already the Director 
has had a great many conferences with people 
interested in the education of nurses. It is hoped 
that all questionnaires sent to nurses will be 
completed as quickly as possible and returned to 
the Director. This is the most fruitful means by 
whieh Dr. Weir ean get in touch with the in- 
formation which he must have in order to make 
his findings. 


























































































































































SAFEGUARDING HOSPITAL RECORDS* 
By Gerorce F. STEPHENS, M.D., 
Superintendent, Winnipeg General Hospital, 
Winnipeg 


The Medical Record of a patient in hospital 
is a confidential document, containing informa- 
tion obtained by the doctor in attendance or by 
the hospital staff through his or their con- 
fidential relations with the patient. It is, 
therefore, the responsibility of the hospital to 


see that this information is properly saife- 
guarded. Information contained in this record 
should never be released, unless on_ the 


authority of the doctor in attendance, or where 
it will be to the best interests of the patient. 

Case records should never be allowed to be 
removed from the hospital, as a matter of 
principle. There are specific exceptions to this 
rule, which are considered reasonable and in 
some eases essential. Reasonable ones would 
include :— 

1. Tabulation for research and investigation, 
where it might not be convenient to do this 
work in the Record Office. 

2. The presentation of cases before medical 
societies might make it desirable to use the 
original record. This exception will depend 
largely on local conditions. 

3. A court order would be the only exeeption 
for removing a ease record against the wish 
of the hospital authorities. 

Frequently, interested parties demand to see 
a ease record of a patient in the record room. 
This should not be allowed, unless in the in- 
terest of the patient. A patient’s physician or 
solicitor may be considered as acting for him 
or her and be given such information as is 
desired. In the event that a patient has 
changed his or her doctor or another doctor has 
been brought in in consultation it would then 
be permissible, in the interest of the patient, 
for the other doctor to review the case record. 


* A number of requests have been received by the 
Department of Hospital Service for information con- 
cerning the accessibility of hospital case records to 
lawyers, courts, societies, or doctors not in charge of 
the case. As this information may be of general 
interest to doctors and hospital executives, Dr. 
Stephens kindly consented to write this explanatory 
article for the Journal,—G.H.A. 


All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. Harvey Agnew. 
Secretary, 184 College Street, Toronto. 
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Under most Workmen’s Compensation Acts, 
the Compensation Board have the right to 
order the production of the hospital record. If 
such a board is prepared to exercise this right, 
it would be a convenience to both parties con- 
cerned if a proper representative of the board 
is permitted access to the record without the 
formality of such an order. 

Insurance companies, life or casualty, benefit 
organizations, representatives of employers, or 
legal representatives not employed by the 
patient, should not be permitted either to in- 
spect a record or be given any information con- 
tained therein, unless they have the written 
consent of the patient, or of someone in author- 
ity, acting on the patient’s behalf. 

Copies of case records are not acceptable to a 
Court of Law, as a rule. Originals must be pro- 
duced on a Court Order, but in most provinces 
of Canada even a ease record is not accepted as 
prima facie evidence, unless corroborated by 
definite medical or nursing testimony from those 
who have immediate knowledge of the case. 
Records are so frequently ignored or misunder- 
stood that their value in court proceedings is 
frequently negligible. 

A ease record, subpenaed by the Court, must 
on production be handed over and a receipt ob- 
tained. In long standing or adjourned cases, 
the holding up of a record is sometimes objected 
to by the hospital, but if a request is made for 
its return, the courts are very reasonable in 
acceding to such a request. This is particularly 
the case where the records may be bound in 
volumes. 

The question frequently arises as to the re- 
sponsibility of the hospital for permitting case 
histories to be quoted in hospital literature or 
photographs of patients taken in hospital being 
reproduced for illustration. It is conceivable 
that action might be taken against a hospital if 
it could be established that they have allowed 
such information to be given or such photo- 
graphs to be reproduced, if such action on their 
part was in any way to the detriment of the 
patient. We do not know, however, of any case 
where a hospital has been held so liable. 


A HEATED GARAGE FOR HOSPITAL 
DOCTORS 


Doctors whose cars stand for hours exposed to 
the eold wintry blasts while they make their 
hospital rounds will envy the facilities provided 
the medical staff by the Ottawa Civie Hospital. 
A spacious garage has been constructed behind 
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the hospital for the convenience 
of doctors making prolonged 
obstetrical or surgical visits. 
Accommodation for fourteen 
ears is provided, there being 
seven bays, each holding two 
ears, as shown in the illustra- 
tion. 

The interesting feature about 
this garage is its economical 
heating arrangement. It can be 
heated to about 90° F. for a 
mere pittance by the utilization 
of waste heat from over the 
boilers. This hot air is directed 
by a fan through an eighteen- 
inch galvanized pipe laid under- 
ground to the buildings and 
distributed through damper- 
controlled five-inch outlets spaced along the 
rear wall. 


Specifications: 152 feet x 25 feet outside measure- 
ment; height, floor to ceiling, 10 feet, to roof 14 feet. 
Cement foundation; nine-inch brick walls rear and end; 
hopper roof; gravel finish; three drains; galvanized 
iron coping over doors; cement approach; cinder fill 
floors. Roof on six girders 12 feet by 16 feet, sup- 
ported on brick pillars 17 inches square, front 
and back; seven rear windows; seven bays each 
supplied with two pairs of doors (4), each door 
measuring four feet by eight feet; ceiling of gyproc. 
One brick partition at third bay from one end, thus 
dividing the interior into two spaces, 


THE REMOVAL OF ADHESIVE TAPE 


It is said that more patients have changed 
doetors following the removal of adhesive 
plaster than as a result of any other factor. To 
ery ‘‘Oh, look at the wroplane!’’, then, with a 
mighty tug to remove plaster et cet. to the cutis 
vera from an unsuspecting torso may abort a 
time-consuming session, but how this alleged 
cruelty is dilated upon over the bridge table! 
The problem of preventing depilatus abruptus 
and the accompanying trauma, (of which the 
greater part is frequently psychic) is one worthy 
of further study. 

Carbon tetrachloride is now widely used 


OBSTETRICS AND GYNECOLOGY IN GENERAL PRACTICE. 
—Carl Henry Davis feels that the following conditions 
are believed essential in the effort to obtain better 
medical care for women patients: (1) Governmental 
activities should be directed toward a careful survey 
of the causes of maternal and infant deaths in the 
United States and an investigation of methods that 
may be adaptable to various local conditions. (2) 
Medical students who go into general practice after 
graduation require a more adequate clinical training 
in obstetrics. Greater freedom in the selection of 
courses during the senior year may be necessary, 
unless the entire curriculum is planned on a basis of 





domestically as a non-inflammable cleaning fluid, 
and is on the market under its own and various 
trade names. It has been found to be a rapid 
solvent for the adhesive coating of zine oxide 
plaster, is non-irritating to the average skin, 
and is eomparatively inexpensive. While 
opinions may differ as to the odour, scientific 
workers accustomed to chemical odours would 
almost classify it as ‘‘pleasant,’’ and the patient 
would prefer it in all probability to gasoline or 
benzine, and certainly would much prefer it to 
the usual hospital solvent, ether, with all its 
nauseating and shuddering memories. G.H.A. 


A GIFT FROM DR. BLACKADER 


One of the features of the Department of 
Hospital Service is the maintenance of a refer- 
ence library of books, journals, bulletins and 
other publications dealing with the hospitals 
and their problems. We are very pleased to 
announce that Dr. A. D. Blackader, of Montreal, 
has kindly arranged for the annual gift of a sum 
ot money sufficient to keep this library complete 
and up-to-date. This gift, part of which will be 
expended on architectural works, will be in 
memory of the donor’s son, the late Lieutenant 
Gordon Blackader, who was himself an architect 
prior to enlistment. 


requirements for general practice. (3) More institu- 
tions are needed in which physicians who wish to 
specialize in obstetrics and gynecology may obtain the 
necessary training. (4) There is a great need for 
graduate nurses who may qualify as midwives to work 
in conjunction with the medical profession in the care 
of a large group of women who are unable to pay for 
adequate obstetric service under existing conditions. 
A nurse-midwife service such as Mary Breckinridge 
has organized in the Kentucky mountains, if sufficient- 
ly developed, might lead to a marked decrease in the 
maternal mortality rate of the United States.— 
J. Am. M. Ass. 93: 961, Sept. 28, 1929. 
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SOME FACTS REGARDING THE ONTARIO 
MEDICAL ASSOCIATION 


PREPARED By 
T. C. Routtrey, M.B. 
Toronto 


Fifty years ago the Ontario Medical Associa- 
tion was founded. Its inception was due to a 
desire on the part of a small group of active 
practitioners to get together once a year, in order 
that they might become better acquainted. They 
felt that, by an annual exchange of ideas, they 
might be of mutual assistance. 

For a great many years, the activities of the 
Association were confined largely to the holding 
of annual meetings. These were attended year 
after year by a few stalwarts and enthusiasts 
who met together for two or three days, and then 
bade each other good-bye for another year. 
Membership in the Association cost $2.00 per 
year, this cost being levied only upon those who 
attended the annual meeting. 

The association drifted along in this manner 
for thirty-eight years. It was finally decided, in 
1918, that the time had arrived for a business- 
like reorganization; and, with this end in view, 
three important points in a reconstructive policy 
were decided upon.— . 

1. To make membership continuous. 

2. To assist in the organization of County 
Medical Societies throughout the Province. 

3. To bring all the County Societies into 
affiliation with the Ontario Medical Association. 

The following comparison will show some of 
the progress which has been made: 


1918 
2.00 $ 


1929 


Annual Fee ne 10.00 


Annual Budget 800.00 17,000.00 

Membership 400 2,000 

Affiliated Medical Societies. . *13 47 
*Estimated according to available records. 


Let us now turn to some of the activities and 

accomplishments of the Association:— 
EDUCATION 

During the past nine years, we have sent out 
to local, County, and District Medical Sacieties 
1,382 extra-mural post-graduate speakers. So 
far as is known, this record is unique and has not 
been remotely approached by any Provincial, or 
State Medical Association in existence. It can 
surely be said, without fear of contradiction, that 
the Ontario Medical Association has been the 
most outstanding factor giving leadership to 
post-graduate medical education in the Province 
of Ontario, during the past nine years. More- 
over, the Provincial achievement has been a great 
stimulus to the rest of Canada, and may take the 


larger share of the credit for having brought 
about the Canadian Medical Association post 
graduate plan which has resulted in an expendi- 
ture of $123,500 on extra-mural post-graduate 
lectures and clinics during the past four years, 
covering Canada from coast to coast. This 
vast sum was donated by the Sun Life Assurance 
Company of Canada, together with an additional 
$30,000 which is to be expended during this 
coming year. 


LEGISLATION 


The Ontario Medical Association, working in 
close co-operation with the College of Physicians 
and Surgeons of Ontario, has had placed on the 
statute books of this Province the best medical 
legislation extant. A unique feature of the 
Ontario Medical Act provides that only licen- 
tiates of the College of Physicians and Surgeons 
are allowed to call themselves ‘‘ Doctors,” 
“Physicians” or “Surgeons.” Two test cases 
have been before the courts. Magistrate Jones, 
of the City of Toronto, held that the drugless 
practitioners were not prohibited from calling 
themselves ‘‘Doctors.”” On appeal, Mr. Justice 


Middleton stated that the local Magistrate erred 


and that he should have convicted. Conviction 
in a third court was upheld. There is said to be 
no appeal from this last decision. Signs are not 
lacking that the drugless practitioners, or at 
least some of them, will leave no stone unturned 
to persuade the Legislature, when it next meets, 
to grant them new legislation. A real piece of 
work lies before the organized profession of 
Ontario, in seeing to it that the present splendid 
legislation is not only retained, but that it is 
enforced. 

The following table showing the number of 
cultists in Ontario in the year 1929, as compared 
with the number in 1925; bears marked testimony 
to the value of legislation and education. 


1925 1929 
Osteopaths 157 98 
ADTIOIOANIONR o.cisis ciao Osteen sete ee 133 
Drugiess healers................ j *221 


452 
*Drugless healers and chiropodists. 


WoRKMEN’S COMPENSATiON BOARD 


The Ontario Medical Association has been 
responsible for a definite increase in the tariff 
paid the profession under the Workmen’s Com- 
pensation Board. It has been estimated that 
this increase would amount to more than $100,000 
annually. Moreover, the Association has had 
in existence for several years a Workmen’s 
Compensation Board Committee prepared to 
look into grievances which any member of the 
Association may have with the Board. This 
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department offers a real avenue of approach to 
the Board, and has been of distinct value to 
members of the Association using it. 


HOSPITALIZATION 


The Ontario Medical Association organized 
and brought into being the Ontario Hospital 
Association which now functions to great ad- 
vantage to the hospitals of the province. More 
than 300 persons attended the last meeting of this 
Association held in Toronto in the month of 
October, 1929. 


PHARMACY 
Standardization of drugs, both physiological 
and chemical, which is being done by the Federal 
Government, came about following strong re- 
quests to the Government that such work be done. 


TARIFF 

There exists in Ontario to-day a basic tariff 
which is recognized by the Courts as a reasonable 
one. To wit,—the Secretary has been sub- 
poenaed to produce this tariff in Court. Medical 
Societies report that this uniform Provincial 
tariff has been of distinct benefit to their members. 
Copies have been sent to all members. Addi- 
tional copies are available upon request. 


County HraLtTH CENTRES 

Acting upon the suggestion of the Ontario 
Medieal Association, the Provincial Government 
made a survey of medical facilities and needs in 
this province. One of the results has been the 
institution by the Red Cross of more than twenty 
outpost hospitals where such were badly needed. 
Furthermore, the survey served as a stimulus to 
closer study of medical, hospital and nursing 
services, all of which is to the advantage of the 
public and the profession. 


INDUSTRIAL MEDICINE 


The Ontario Medical Association through its 
Committee on Industrial Medicine is working in 
close co-operation with the provincial authorities 
to bring about better conditions in industry from 
the point of view of safety, improved sanitation 
and better medical care. 


INTER-RELATIONS 
Through our Inter-Relations Committee the 
Association has established very friendly contact 
with practically every other organized group in 
the community. This has increased and is 
constantly increasing the benefits which arise 
from a better understanding of each other. 


PRACTICAL SERVICE 

Through our eleven Counsellors and our 
central office, there exists for every medical 
society in the province—and, indeed, for every 
member of the Association—a well organized 
system which is available to consider any reason- 
able problem which may be advanced. The 
Counsellors, keeping in close touch with their 
Societies, bring to the Committee on general 
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purposes of the Association, through its Board of 
Directors, a knowledge of local desires and needs. 
The Association, in turn, makes every endeavour 
to meet all requests made of it. If a doctor 
wishes to buy or sell a practice, or secure relief 
or an assistant, we have a department to serve 
him. If he thinks there is an irregularity existing 
in his community, which the Ontario Medical 
Association could help to rectify, he has a place 
to which to report it. He has a clearing house of 
information. In this connection, our mail record 
shows, over a period of many months, an average 
of forty letters per day received and answered. 
Fach one was of interest and importance 


either to some doctor or to a group. 


COMMITTEES 


The following Committees are well organized 
and paying special attention to the problems and 
interests coming under their purview:— 


Credentials and Ethics 

Mental Hygiene 

Industrial Medicine 
Inter-Relations 

Education 

Medical History 

Workmen’s Compensation Board 
Public Health 

Tariff 


Joint Advisory Committee 


SUMMARY 

The Ontario Medical Association offers to the 
practising physician in the Province of Ontario, 
for $10.00 a year, or less than three cents per 
day, a medical service which is worth many 
times the fee established. What similar ten 
dollar investment can a physician make which 
will return him such excellent professional 
dividends? When it is considered that, in 
educational, legislative, economic and many 
practical ways, the Association stands ever 
ready to protect those who practise medicine in 
Ontario, it is difficult to understand why such a 
large number have failed to avail themselves of 
the opportunity of supporting the Ontario 
Medical Association. 

When are the 50 per cent who are not sharing 
any responsibility in organized medical affairs 
in the Province going to assume their share of 
the responsibility? Some are old; some are not 
interested; some have never given the matter 
any thought; some are inherently selfish and will 
take all they can get, providing some one else pays 
for it; some cannot see where they are personally 
going to gain. Our record during the last ten 
years speaks for itself. The Association merits 
the support of every active physician in the 
Province of Ontario. 

Our Jubilee Meeting takes place in Toronto 
on May 27th, 28th, 29th and 30th, 1930. 

A charter member, Dr. John Ferguson, will 
preside. 

Let us make 1930 the greatest year in the 
history of the Ontario Medical Association. 













































































THE HALIFAX BRANCH OF THE 
MEDICAL SOCIETY OF NOVA SCOTIA 


The golden jubilee of Dr. Murdock Chisholm’s 
entrance to medical practice was celebrated at a 
dinner meeting of the Halifax Branch of the 
Medical Society of Nova Scotia on the sixteenth 
ot October, when representatives of the profes- 
sion from all parts of the province joined their 
Halifax confréres in honouring one who has 
worthily gained the love and esteem of a very 
large cirele of admiring friends. 

After expressing the pleasure it gave him to 
preside on such a singularly happy occasion, 
and paying a gracetul tribute to his old teacher, 
counsellor, and friend, the President of the 
Society, Dr. J. R. Corston, called upon Dr. 
George H. Murphy to read a congratulatory 
address. The love which Dr. Chisholm has ever 
shown towards his fellows was vividly reflected 
in his fellows’ love for him, as portrayed in the 
beautiful phrasing which comes so readily to Dr. 
Murphy’s lips, and which expressed, as all would 
wish them expressed, the sentiments of the whole 
‘*Bluenose’’ profession. Breadth and depth 
of learning, great professional skill, exeep- 
tional ability in teaching, modesty, sincerity, 
kindliness, and other traits which characterize 
Dr. Chisholm received deft treatment at Dr. 
Murphy’s hands, who spoke under the inspiration 
of genuine affection, and with fine avoidance of 
anything suggestive of excessive. praise. As 
Dr. Murphy spoke, a portrait in oils of Dr. 
Chisholm, by a young Halifax artist, Mr. John 
MacGillvray, was unveiled and Dr.-Chisholm was 
asked to accept it as a gift from his colleagues. 
Then Dr. J. L. Churchill read a poem of his own 


Dr. Murpock CHISHOLM 


We have to chronicle, with regret, the death, 
on December 29th, of Dr. Murdock Chisholm, 
ot Halifax, a Past President of the Association, 
news of which arrived just as the Journal was 
in press. On this page is to be found an account 
of a meeting of the Halifax Medical Society at 
which Dr. Chisholm received special honour. It 
is a matter for gratification that he was then 
enabled to know and appreciate how much he 
was esteemed by his medical colleagues and 
friends. None suspected that he was to pass so 
soon. One of the old stalwarts is gone, and his 
loss will be felt by many beyond his immediate 
circle. We shall publish a fuller notice -next 
month. A.G.N. 
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composition, which depicted Dr. Chisholm in 
pleasant rhyme—much as Oliver Wendell Holmes 
might have done it. 

On rising to respond, Dr. Chisholm was the 
recipient of a hearty ovation. He spoke as he 
always does, frankly and unassumedly, grateful 
for the honour done him; and delighted his 
hearers with some references to his career— 
characteristically attributing his own success to 
the helpfulness of colleagues. 


From the menu card we quote: 


Fhad’s a dh ’fhases flur air machair, 
Mairidh clin a lighiche ainmeil. 


As long as flower on field doth grow, 
So lasts our noted doctor’s fame. 


A feature of the evening was the presentation 
of a beautiful basket of chrysanthemums from 
the Registered Nurses’ Association. The address 
was artistically engraved and illuminated by the 
Sisters of Charity of Mount St. Vincent Col- 
lege, who asked that the work be accepted as evi- 
dence of their esteem for the jubilarian. A very 
large number of telegrams from all over the 
continent were read by Dr. Gosse, the Secretary 
ot the Society. 


The Canadian Medieal Association was 
represented by Dr. J. R. Goodall, of Montreal; 
the Medical Society of Nova Scotia by the re- 
tiring President, Dr. R. H. Sutherland, of Pie- 
tou; and branches of the Provincial Society 
by Dr. J. W. MacLean, North Sydney; Dr. P. S. 
Campbell, Port Hood; Dr. W. H. Robbins, New 
Glasgow; Dr. M. J. Wardrope, Springhill; Dr. 
J. B. Reid, Truro; Dr. J. A. Sponagle, Middle- 
ton; Dr. A. R. Campbell, Yarmouth, and Dr. A. 
R. Melanson, Eel Brook. Mr. Kenneth Chisholm, 
son of the jubilarian, Mr. John MaecGillvray, 
painter of the portrait, President MacKenzie, of 
Dalhousie University, and Mr. W. W. Kenney, 
Superintendent of the Victoria General Hospital, 
were among the guests. 


Crisp speeches by Dr. Goodall, Dean Stewart, 
President MacKenzie, Mr. Kenney, Dr. Suther- 
land, representatives of sister branches, and Dr. 
J. G. MacDougall added to the enjoyment of the 
evening. 

The celebration was admirably arranged in 
every particular by a committee under the chair- 
manship of Dr. Murphy, with whom were 
associated Drs. Burris, Corston, Gosse, Little, 
and A. MacD. Morton. It is doubtful if a more 
thoroughly enjoyable gathering has been held at 
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any time in the history of the local medical 
society, which extends over eighty-six years. 
W. H. HATTIE 


THE EASTERN COUNTIES MEDICAL 
SOCIETY OF NOVA SCOTIA 


The Eighth Annual Meeting of the Eastern 
Counties Medical Society of Nova Scotia was 
held at St. Martha’s Hospital, Antigonish, on 
September 17th, the President, Dr. O. R. Stone, 
of Sherbrooke, in the chair. 

Dr. J. A. MacFarlane, of Toronto, read a very 
helpful paper on ‘‘ Acute intestinal obstruction,”’ 
in which he dealt with the early symptoms, 
diagnosis, and treatment. Lantern slides were 
shown, demonstrating the method of giving fluids 
and the operation of jejunostomy. The paper 
was well received and brought out extensive dis- 
cussion, in which Drs. J. J. Cameron, P. A. 
McGarry, R. F. MeDonald, J. A. Brean, and 
QO. R. Stone took part. 

Dr. R. N. Janes, also of Toronto, followed with 
an excellent paper on ‘Acute empyema,” in 
which he emphasized the necessity of determining 
the pathogenic micro-organism at work, as this 
had some bearing on the treatment and prognosis. 
When pus has formed, Dr. Janes advised aspira- 
tion, repeated in twenty-four hours; if possible, 
one should wait until the pneumonia had cleared 
up and the pleura had become adherent before 
operating; drainage should be free. This paper 
was discussed by Drs. Stone, Brean, Cameron, 
and Elliott. 

Dr. M. G. Tompkins, of Dominion, then read 
a carefully prepared and helpful paper on ‘‘The 
toxeemias of pregnancy,” in which he dealt very 
fully with the modern conception and treatment of 
this affection. Dr. E. F. Moore, of Canso, read a 
paper entitled, ‘‘The rheumatic heart in child- 
hood,” and Dr. McRitchie, of Goldboro, gave a 
case report. 

A letter was read from Dr. M. D. Morrison, of 
Halifax, in regard to contributions to the ‘Osler 
Fund.” The opinion of the Society on this matter 
was that a man from the Central Committee 
should be sent to Nova Scotia to solicit subscrip- 
tions from the members. 

The Society favoured the erection of a tubercu- 
losis institution in Cape Breton Island; increased 
bed accommodation at the Kentville Sanatorium; 
and the creation of another tuberculosis bed centre 
for Eastern Nova Scotia, preferably in connection 
with an existing hospital. 

Dr. 8. L. Walker, General Secretary of the 
Nova Scotia Medical Society, gave a very 
practical talk on the necessity of medical organ- 
ization. He deplored the lack of agreement in 
Branch Societies on topics touching the medical 
profession and suggested a proposition to amalga- 
mate the three Maritime Provinces for medical 
purposes. 

The following resolution was moved by Dr. 
J. J. Cameron, seconded by Dr. E. F. Moore, and 
passed unanimously: 


MepicaL Societies 








113 


Whereas, present day requirements of medical 
organization in Canada call for the services for 
each province or group of provinces of a full time 
General Secretary; and whereas the Medical 
Society of Nova Scotia has fully endorsed the 
appointment of a General Secretary for the three 
Maritime Provinces. 

And whereas no steps have been taken by 
New Brunswick or Prince Edward Island to 
accomplish this co-operative action. 

And whereas the financial resources of the 
Medical Society of Nova Scotia are not equal to 
the engagement of a full time General Secretary 
needed in order to maintain our present efficiency 
as a Provincial Branch of the Canadian Medical 
Association. 

Therefore resolved that in the opinion of the 
Eastern Counties Branch of the Medical Society 
of Nova Scotia the expenses of providing a full 
time Field Secretary for Nova Scotia should be 
borne jointly by the Canadian Medical Associa- 
tion and the Medical Society of Nova Scotia. 

Further resolved that the Executive of the 
Medical Society of Nova Scotia be requested to 
bring this matter to the attention of the Council 
of the Canadian Medical Association at the 
earliest possible date. 

Further resolved that this Society endorses the 
action of the Provincial Society favouring the 
co-operation of the three Maritime Provinces as 
one unit for Canadian Medical organization 
purposes. 

The following officers were elected: Honorary 
Presidents, Drs. K. E. Buckley and J. J. Cameron; 
President, Dr. R. F. MeDonald; First Vice- 
President, Dr. H. C. S. Elliott; Second Vice- 
President, Dr. M. G. MeLeod; Secretary-Treasurer, 
Dr. P. S. Campbell; Executive—Dr. E. F. Moore, 
Canso; Dr. R. E. Archibald, Melrose; Dr. H. A. 
Ratchford, Inverness; Dr. W. F. McKinnon, 
Antigonish; Dr. J. S. Brean, Mulgrave; Dr. 
M. E. McGarry, Margaree. Representatives on 
the Nova Scotia Medical Society, Dr. O. R. 
Stone, Sherbrooke; Dr. J. L. Melsaac, Anti- 
gonish. 


THE INDUSTRIAL MEDICAL 
ASSOCIATION OF THE PROVINCE 
OF QUEBEC 


The first autumn meeting of the Industrial 
Medical Association of the Province of Quebec 
was held in the Auditorium of the new Bell 
Telephone Building, Montreal, on the evening of 
October 29th. 

At this meeting the election of officers for the 
coming year took place. Dr. A. R. Pennoyer, 
Medical Director of the Bell Telephone Co., 
succeeded the late Dr. O. F. Mercier as President 
of the Association. 

An interesting paper, ‘‘The use of antitoxin in 
the prevention of tetanus,”’ was read by Dr. F. J. 
Tees. It is the opinion of some that anti-tetanic 
serum is often given unnecessarily, whereas others 
are of the opposite view. Dr. Tees approached 





114 


the matter by asking two questions. (1) Do 
the circumstances under which the trauma arose 
suggest a reasonable possibility of tetanus in- 
fection? (2) Is this wound likely to be of such a 
type that tetanus is a reasonable possibility? The 
writer answered these questions by mentioning 
in some detail the places where the tetanus 
bacillus might be naturally expected to occur, 
and by mentioning the types of wounds where 
experience has shown tetanus that frequently 
develops. The paper was discussed at some 
length by Dr. Eugene St. Jacques and Dr. B. 
Bourgeois, who agreed with Dr. Tees’ observations 
on the prophylactic use of the anti-tetanus serum, 
and also gave some of their experiences in con- 
nection with the treatment of the disease, men- 
tioning particularly the use of carbolic acid in 
the Bacelli method. 

Dr. G. E. Tremble read a paper on ‘‘The use of 
the audiometer in industrial medicine.” This 
paper is published in this issue of the Journal. 

Following the meeting the members of the 
Association were shown through parts of the new 
Bell Telephone Building, and were served with 
refreshments in the Company’s cafeteria. 

FRANK G. PEDLEY. 


PROCEEDINGS OF THE ACADEMY OF 
MEDICINE, TORONTO 
An interesting series of lectures on the subject 


of special interest to the practitioners is being 
given on Wednesday afternoons at the Academy 
of Medicine in Toronto. Beginning on No- 
vember 6th, these lectures will be carried through 
to February 19th. The program of the series 
from henceforth is as follows: January 8th, 1930, 
“The management of nephritis,’ H. S. Hutchison; 
January 15th, ‘Focal infection in relation to 
systemic disease,” H. B. Anderson; January 22nd, 
‘“‘Non-valvular cardiac disease,” F. A. Clarkson; 
January 29th, “‘Common thyroid problems,” 
G. 8. Young; February 5th, ‘Tuberculosis in 
general practice,” J. H. Elliott; February 12th, 
“Allergic diseases, with special reference to 
asthma and hay fever,” H. K. Detweiler; Febru- 
ary 19th, ‘‘Some common gastric and intestinal 
disorders,” A. J. Mackenzie. 

The Section of Medicine met on November 
12th. Dr. Harris Gray reported on a patient 
with hereditary hemorrhagic telangiectasis who 
had suffered from repeated bleeding from the 
nose and throat which had only been relieved by 
free cauterization of bleeding areas. These 
bleeding areas were all telangiectatic. The 
patient’s family history showed that she was the 
fourth generation of bleeders. A most complete 
chart and report of this family was reproduced 
by Dr. Gray. In another case presented the 
familial nature was not so much in evidence. 
In the discussion which followed was stressed the 
point of considering telangiectasia in any case 
where there were repeated hemoptyses without 
evidence of lung damage, fever, or weakness 
It was further noted that many of these cases 
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appeared with the diagnosis of purpura and that 
certain of the bleedings from the kidney were 
telangiectatic in origin. The matter of great 
interest also was the neurological viewpoint. 
It was stated that in the opinion of many 
neurologists telangiectatic tumours of the brain 
were not rare, and that one should think of such 
blood vessel tumours when a case with pronounced 
cerebral symptoms shows an undue number of 
cutaneous angeiomata. Many such cases have 
been operated upon and the telangiectatic 
tumour removed with successful results. 

Dr. Trevor Owen reported on a remarkable 
case of syphilitic osteomyelitis that had been 
under observation for many years. As a result 
of omitting treatment the patient was crippled 
with multiple bone and joint lesions. X-ray 
pictures were typical. He was responding now 
to treatment. N. B. GWYN 


THE ONTARIO MEDICAL ASSOCIATION 


ANNUAL MEETING, District NUMBER ONE 


The annual meeting of District Number One 
of the Ontario Medical Association was held at 
the Beach Grove Country Club on October 10th, 
1929, the hosts on this occasion being the members 
of the Essex County Medical Society. <A variety 
of interesting papers were presented and well 
discussed. 

At six o’clock in the evening, a very excellent 
dinner was served at the Country Club, after 
which Dr. T. C. Routley, Secretary of the 
Ontario Medical Association, in a comprehensive 
talk, impressed the members present on the 
necessity of organized medicine. He pointed 
out that State Medicine, in some form, is ap- 
parently coming in Ontario, and it behooves the 
medical men of the province to be thoroughly 
organized, in order that they may be able to direct 
the form which should be adopted. He also 
notified the members present that, on January Ist, 
1930, health examinations will begin. This will 
take the form of physical examinations conducted 
by the family physicians of policy holders of 
four of the largest insurance companies of Canada. 

Dr. John Ferguson, President of the Ontario 
Medical Association, addressed the meeting on 
“Fifty years of medical organization.” It was 
a distinct revelation to many to learn what 
organized medicine has done for the welfare of 
the sick during that time. 

A brief business session was held at which 
Dr. Geo. Lewis, of Windsor, and Dr. J. Moriarty, 
of Chatham, were nominated for the Counsellor- 
ship, and Dr. F. W. Luney, of London, Dr. 
Douglas Wigle, of Windsor, and Dr. F. Reid, of 
Chatham, were elected Vice-Counsellors for the 
ensuing year. 

This meeting was one of the best ever held in 
the district, and the President and Secretary of 
the local Society, Dr. R. B. Robson and Dr. 
Geo. F. Lewis, of Windsor, are to be congratulated 
on the very excellent arrangements. 
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AnnuAL MEETING, District NUMBER Two 


The annual meeting of District Number Two 
of the Ontario Medical Association was held in 
the Ontario Hospital, Woodstock, on Wednesday, 
October 9th, with an attendance of more than 
sixty doctors from the surrounding country. 

The program was opened with a Symposium 

on epilepsy, with presentation of cases, by Drs. 
C. H. Pratt and T. D. Cumberland, both of 
whom are on the staff of the Ontario Hospital. 
Dr. Roscoe Graham, of Toronto, then gave an 
address on ‘Ulceration of the stomach and 
duodenum,” followed by a talk on ‘Infantile 
paralysis” by Dr. George Campbell, of Ottawa. 
This was particularly interesting, owing to the 
numerous epidemics of this disease that have 
occurred in various parts of Canada recently. 
' In the evening, a most enjoyable banquet was 
held at the hospital, after which Dr. John Fer- 
guson, President of the Ontario Medical Associa- 
tion, gave an address on ‘‘Fifty years of medical 
organization.” Dr. T. C. Routley, Secretary of 
the Ontario Medical Association, followed with 
a talk on “‘ Personal and state interest in health.”’ 
The closing address of the evening was given by 
Dr. Geo. R. Pirie, of Toronto, on “Some observa- 
tions on rheumatic fever.” 

During the day, a short business session was 
held, at which Dr. A. J. MeGanity, of Kitchener, 
was nominated Counsellor, and Drs. W. A. 


McIntosh, of Simcoe, and F. T. Burrows, of 
Seaforth, were elected Vice-Counsellors for the 


ensuing year. The next annual meeting of the 
district will be held in Kitchener. 


ANNUAL MEETING, District NUMBER THREE 


The annual meeting of District Number Three 
of the Ontario Medical Association was held in 
Orangeville on Wednesday, October 16th, 1929. 

At eleven o’clock in the morning, Dr. J. Harris 
McPhedran, of Toronto, conducted a clinic at 
Lord Dufferin Hospital, at which a number of 
interesting cases were presented. 


The afternoon meeting was held in the Public 
Library, at which a number of practical addresses 
were given. A short business session was held, 
at which Drs. M. W. Berwick, of Grand Valley, 
and P. F. MeCue, of Walkerton, were nominated 
for the Counsellorship; and Drs. R. N. Kyles, 
of Orangeville, and Francis Moore, of Clarksburg, 
were elected Vice-Counsellors. 


During the afternoon, the Daughters of the 
Empire very kindly arranged for the entertain- 
ment of the visiting ladies. Provision was made 
for those desiring to play golf, after which 
an afternoon tea and musicale were held 
at the home of Dr. and Mrs. S. T. White. At 
six o’clock, about twenty-five doctors and the 
visiting ladies sat down to a delightful banquet 
at the Arena, after which Dr. John Ferguson, 
President of the Ontario Medical Association, 
gave a very interesting talk on ‘Fifty years of 
medical organization.””’ This was followed by a 
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brief address by Dr. T. C. Routley, Secretary of 
the Ontario Medical Association, on matters of 
particular interest to the medical profession at 
this time. 


ANNUAL MEETING, District NUMBER Four 


The annual meeting of District Number Four 
of the Ontario Medical Association was held 
at the Hamilton General Hospital, in conjunction 
with the annual clinical day of the Hamilton 
Medical Society. 

The program was opened with a surgical 
clinic by Professor Joseph C. Bloodgood, of 
Johns Hopkins University, Baltimore, followed 
by a medical clinic by Prof. Duncan Graham of 
the University of Toronto. 

Luncheon was served at 12.30 p.m. when all 
in attendance were entertained by the Board of 
Governors of the Hospital. Immediately fol- 
lowing luncheon, the clinics were continued by 
Prof. Bloodgood and Prof. Graham. 


At seven o’clock in the evening, the annual 
dinner was held at the Royal Connaught Hotel, 
the speaker of the evening being Dr. Joseph C. 
Bloodgood, who gave a very interesting address 
on “The value of community health and a 
program of periodic examinations.”’ 

Dr. John Ferguson, President of the Ontario 
Medical Association, and Dr. T. C. Routley, 
Secretary, also spoke briefly on matters of interest 
to the medical profession at the present time. 


ANNUAL MEETING, District NUMBER FIVE 


The annual meeting of District Number Five 
of the Ontario Medical Association was held in 
the Oddfellows’ Temple, Barrie, on Tuesday, 
October 15th, 1929, Dr. W. A. Lewis, Counsellor 
of the District, presiding. 

The program was opened with an address on 
“Tuberculous Pleurisy,’ by Dr. J. Harris 
McPhedran, of Toronto. This was followed by 
an illustrated talk on ‘‘Infections of the Hand,” 
by Dr. L. H. MeKim, of Montreal. 

At six o’clock, about thirty-five members of 
the profession sat down to a very delightful 
banquet, followed by an excellent musical pro- 
gram. 

Dr. John Ferguson, President of the Ontario 
Medical Association, then gave an address on 
“Fifty years of medical organization,” followed 
by a talk on the work of the Association by 
the Secretary, Dr. T. C. Routley. Owing to 
illness, Dr. L. J. Austin, of Kingston, was 
unable to be present, so Dr. Roscoe R. Graham, 
of Toronto, gave a very interesting and practical 
address on ‘‘Gastric and duodenal ulcers.” 

A brief business session was held at which 
Dr. W. A. Lewis, of Barrie, was nominated as 
Counsellor and Drs. Ira Freel, of Stouffville, and 
Frank Porter, of Waubaushene, were elected 
Vice-Counsellors for the ensuing year. 
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ANNUAL MEETING, District NUMBER SEVEN 


The annual meeting of District Number Seven 
of the Ontario Medical Association was held in 
the Kingston General Hospital on Tuesday, 
October 29th, 1929. 

In the afternoon, clinical cases were presented 
by Drs. W. T. Connell, J. E. Sparks, F. J. 
O’Connor, P. H. Huyck, W. A. Jones. Drs. 
F. J. O’Leary, of Toronto, and W. A. Jones, of 
Kingston, gave interesting talks. 

The annual dinner was held at the Hotel 
LaSalle, and was attended by a large and repre- 
sentative number of the men of the District. 
Following the dinner, Dr. John Ferguson, Presi- 
dent of the Ontario Medical Association, gave a 
very interesting talk, followed by a brief résumé 
of matters pertaining to the work of the Associa- 
tion, given by the Secretary, Dr. T. C. Routley. 
The final address of the evening was entitled 
“Yellow fever in Africa,’ by Dr. Oskar Klotz, 
Professor of Pathology, University of Toronto. 

A brief business session was held, at which 
Dr. L. J. Austin was renominated Counsellor, 
and Dr. W. A. Jones was elected Vice-Counsellor 
of the District. 


ANNUAL MEETING, District NUMBER EIGHT 


The annual meeting of District Number Eight 
of the Ontario Medical Association was held in 
Ottawa, on Wednesday, October 23rd, 1929. 


The morning session was held in the Ottawa 
Civic Hospital, and was opened with papers by 
Drs. W. L. Ritchie and F. H. MacKay, of Mon- 
treal. Following Dr. MacKay’s address, Dr. 
Geo. Campbell, of Ottawa, presented a moving 
picture film on ‘Infantile paralysis,” which was 
very much appreciated by all who saw it. 

At one o’clock, the meeting adjourned for 
luncheon at the Chateau Laurier, immediately 
following which addresses were given by Dr. 
John Ferguson, President of the Ontario Medical 
Association and Dr. T. C. Routley, Secretary. 
Dr. Ross Millar, of the Department of Pensions 
and National Health, Ottawa, then extended 
greetings from the Federal Department of Health. 

At three o’clock, the meeting reassembled at 
the Ottawa General Hospital, when Dr. E. W. 
Archibald, of Montreal, gave a talk on ‘‘The 
natural history of respiratory infections, with 
special reference to surgery.”’ Dr. Geo. 5. 
Young, of Toronto, then gave an address on 
“Periodic headaches, based on a review of one 
hundred cases.”’ 

A short business session was held, at which 
Dr. W. 8. Lyman, of Ottawa, was renominated 
Counsellor and Dr. J. C. Woods was elected 
Vice-Counsellor of the District. With an attend- 
ance of one hundred and fifty and a very excellent 
program, the meeting was voted by all who were 
present to be a decided success. 

ANNUAL MEETING, District NUMBER TEN 

The annual meeting of District Number Ten 
of the Ontario Medical Association was held in 
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Port Arthur and Fort William on Wednesday, 
September 11th, 1929. The morning session, 
which was held in St. Joseph’s Hospital, Port 
Arthur, opened at ten o’clock with an address by 
Dr. K. A. MacKenzie, of Halifax, on ‘The great 
instruments of precision in the diagnosis of heart 
diseases—the eyes, the ears and the fingers.’’ This 
was followed by an address on “ Periodic head- 
aches, based on a review of one hundred eases,” 
by Dr. George 8. Young of Toronto. Dr. A. T. 
Bazin, of Montreal, President of the Canadian 
Medical Association, then gave a talk on “The 
pitfalls of practice.”’ 

At one o’clock, luncheon was served at the 
Shuniah Club, Port Arthur, after which Dr. 
Geo. H. Murphy, of Halifax, gave an address on 
“The chronic appendix,” followed by Dr. H. B. 
VanWyck, of Toronto, on ‘Treatment of 
eclamptic toxemias,’ and Dr. Gordon E. 
Richards, of Toronto, on “‘How best can the- 
radium problem be solved in Canada.” 

At 6.30 p.m., a very delightful banquet was 
served at the conclusion of which the President 
of the Ontario Medical Association, Dr. John 
Ferguson, of Toronto, gave a talk on “Fifty years 
of medical organization; Dr. T. C. Routley, 
Secretary of the Association, gave a brief talk on 
several matters of interest to the medical pro- 
fession at the present time. Dr. Ross Millar, 
of Ottawa, then extended greetings from the 
Federal Department of Health. 

Dr. J. C. Gillie, of Fort William, was nominated 
Counsellor, and Dr. Chas. Powell, of Port Arthur, 
was elected Vice-Counsellor for thé ensuing year. 


THE REGINA AND DISTRICT 
MEDICAL SOCIETY 

Dr. R. C. Riley gave a paper on “Blood 
chemistry” at the annual meeting of the Regina 
and District Medical Society. The following 
officers were elected for next year: Honorary 
President, Dr. F. D. Munroe, Minister of Health; 
President, Dr. R. McAllister; First Vice-President, 
Dr. R. R. Roger; Second Vice-President, Dr. 8. E. 
Moore; Secretary, Dr. B. C. Leech; Treasurer, 
Dr. E. K. Sauer; Executive, Drs. F. J. Ellis, 
J. B. Trudelle, A. N. Hardy, H. MacLean and 
P. L. Straith. 

ANNUAL MEETING OF THE 
SASKATCHEWAN HEALTH OFFICERS 
ASSOCIATION 

Three major health problems face Saskatchewan 
to-day, according to the Hon. F. D. Munroe, 
speaking at the annual meeting of the Saskat- 
chewan Health Officers Association in Moose Jaw. 
Tuberculosis is one of the problems and it is being 
cared for by the Anti-Tuberculosis League. The 
second problem is that of mental cases. The 
Department of Health intends to make a survey 
forthwith of those cases on the borderline be- 
tween normalcy and insanity to find out the best 
means of treating them. The third problem is 
that of cancer. The Department of Health plans 
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to give every assistance to the committee 
appointed by the Saskatchewan Medical Associa- 
tion to investigate this disease. In 1910 there 
had been 58 deaths from this cause and in 1928 
there had been 469. 

Miss M. 8. Taylor, of Regina, gave an address 
on “The public health nurse, her relation to 
maternal mortality.” That the public health 
nurse was a great factor in educating mothers 
to the value of maternal care was a point stressed 
Ly the speaker. 

“The part-time medical health officer” was 
the subject of joint addresses given by Dr. B. M. 
Bayley, Medical Health Officer, Moose Jaw, 
and Dr. D. P. Miller, Medical Health Officer, 
Prince Albert. 

The question of placarding infectious diseases, 
the reporting of such cases to the department, and 
the treatment of them were all discussed. The 
regulation regarding the medical examination 
of restaurant employees was discussed. Several 
instances were cited to prove that it was not 
productive of the results desired by the legis- 
lature. The general opinion was that it was of 
little practical value. 

Dr. R. O. Davison, Director of the Division of 
Communicable Diseases of the Provincial Depart- 
ment of Public Health, conducted a round table 
conference. 

Dr. J. H. H. Jackson, Medical Health Officer, 
North Battleford, in his presidential address 
urged that the Medical Health Act be changed, 
to make health officers’ positions more secure. 

The necessity of proper ventilation in schools 
was stressed by Joseph R. Guilford, consulting 
ventilating and heating engineer, Prince Albert 
and Regina. 

The importance of the careful inspection of 
meat was mentioned by Dr. E. B. Thomas, 
Veterinary Inspector, Health of Animals Branch, 
Dominion Government Department of Agri- 
culture, Moose Jaw, in his address to the con- 
vention. The discussion on municipal meat 
inspection was led by Dr. W. H. Orme, Veterinary 
Officer, City Health Department, Saskatoon. 

Inspector F. Cartlidge, City Health Depart- 
ment, Moose Jaw, reviewed the duties of sanitary 
health officers. Thomas Douglas, Sanitary 
Health Officer, Weyburn, led the discussion on 
this subject. 

Dr. R. G. Ferguson, Fort Qu’Appelle Sana- 
torium, spoke on ‘‘Tuberculosis in Europe.” 

The officers for next year are: President, 
Dr. W. R. Coles, Regina; Vice-President, Dr. 
R. G. Ferguson, Fort Qu’Appelle; Executive, 
Miss R. M. Simpson, Reg. N., Regina; J. R. 
Malloch, Regina; Dr. W. H. Orme, Saskatoon; 
P. McElmoyle, Regina; Dr. Gordon, Lloyd- 
minister; F. Cartlidge, Moose Jaw; Secretary- 
Treasurer, R. H. Murray, Regina. 
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THE ANNUAL MEETING OF THE 
SASKATCHEWAN HOSPITAL 
ASSOCIATION 
The eleventh annual meeting of the Saskat- 
chewan Hospital Association was held in Regina, 
the day before the annual meeting of the Saskat- 
chewan Medical Association. The coming into 
effect of the Tuberculosis Sanatoria and Hospital 
Act on January Ist, 1929, whereby every person 
resident in the province for at least six months 
gets free treatment for tuberculosis, was stated 
to be the outstanding piece of legislation enacted 

since the last convention. 

In 1928, the average stay in hospital of each 
patient was one half a day less in 1928 than in 
1927. 

Dr. F. C. Middleton, Director of Hospital 
Management and Acting Deputy Minister of 
Health reviewed the hospital work in the province 
for 1928. Six new hospitals have been added to 
the list of government aided hospitals during 
the year. These are: Gravelbourg, 40 beds; 
Ile a la Crosse, 12 beds; Oxbow, 10 beds; Ros- 
thern, 20 beds; Tisdale, 45 beds; and Arcola, 
12 beds. In Saskatchewan there are at present 
17 union hospitals, 3 sanatoria, 36 general hos- 
pitals, and 15 Red Cross hospitals. Under 
various auspices there are at present 3,357 hospital 
beds in Saskatchewan. Hospitals conducted by 
nuns account for 1,053 the largest number. 
Municipal hospitals have 1,030 beds; union 
hospitals have 410 beds. There was an increase 
of 5,352 patients in 1928 over the previous year. 
The average stay of patients in hospital was 12.3 
days. Two training schools for nurses had been 
added to the list, Macklin and Gravelbourg: 
this makes a total number of 16 training schools 
in the province. Six hospitals employ a full-time 
dietitian, thirteen a part-time; seven have hos- 
pital internes. Of the total admission of 5,722 
maternity cases last year there were 5,450 living 
births. Dr. Middleton criticized the slackness 
in providing proper care for isolation cases. 
Of the total admission to Saskatchewan hospitals 
3.1 per cent died. 

Miss H. R. Wakeling, Superintendent of the 
Estevan General Hospital, speaking on ‘“‘ Nursing 
problems,” urged a more sympathetic co- 
operation between doctors and nurses. She 
advocated a greater use of the press concerning 
hospital matters. The choice of probationers, 
their early instruction, and a careful supervision 
of their health were topics dealt with by the 
speaker. 

Robert Atkinson, St. Paul’s Hospital, Saska- 
toon, spoke on “Keeping case records.” 

Protests against Saskatchewan hospitals having 
to pay hospital expenses of immigrants, who in 
many cases have to be deported, were voiced at 
the meeting. Cases were cited where small 
hospitals in the province had to pay the costs in 
connection with hospitalization of government 
trainees, English harvesters, and other immigrants 
who were later deported. Dr. 8S. R. Dhewitt, 
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Superintendent of the Regina General Hospital, 
summed up the opinions expressed when he de- 
clared the time had arrived when some concrete 
arrangement should be made between local and 
federal governments to handle the matter. 
Under provincial law an indigent patient not 
resident in the municipality cannot be placed as a 
municipal charge; the result is hospitals have to 
bear the expense. 

Dr. Ross Millar, of the Department of National 
Health and Pensions, Ottawa, explained that the 
health department looked after the examination 
of immigrants on the other side, but in spite of 
the care taken persons had sometimes to be de- 
ported. 

J. M. Clark, of Yorkton, in a paper entitled, 
“Co-operation between the urban hospital and 
the district served,’ stated that publicity, 
properly planned, was a wonderful means of 
keeping alive public interest. He stressed the 
fact that it was the right of a community to know 
about its hospital. 

Hon. F. D. Munroe, Minister of Public Health, 
stated in his address to the delegates that the 
government of Saskatchewan is about to institute 
a policy whereby 2,000 acute mental cases and 
hundreds of borderline cases can be studied and 
plans formulated for combating mental disease. 

Dr. H. R. Lewis discussed ‘‘The relation of the 
board of governors to the medical staff.”” He 
said that continuity in office was a very desirable 
thing in hospital boards and that under the 
present practice there was too much change. 

Dr. R. C. Riley, Director of the Regina General 
Hospital laboratory spoke on “The Laboratory 
as an aid to doctor and patient.” He suggested 
that in the small hospital a laboratory technician 
might do part time work in the laboratory and 
part time in the business office. 

Dr. G. H. Richards, of Toronto, in his address 
on x-ray work, cited Holland as the only country 
in the world with adequate control of x-ray. In 
Holland, the government licensed all x-ray in- 
stallations as well as the operators of such. Such 
supervision does away with the abuse of the x-ray 
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and of the unnecessary duplication of machines. 

Dr. R. G. Ferguson, of Fort Qu’Appelle Sana- 
torium, at the evening meeting gave an interesting 
survey of the fight against tuberculosis that is 
being carried on in the province. He mentioned 
the great struggle that the Anti-Tuberculosis 
League had had in its quest for funds, and re- 
joiced that this phase of the difficulty had been 
over come by the legislation passed at the last 
session making treatment free to all tuberculosis 
patients. 

Dr. Harvey Agnew, of Toronto, gave a paper 
on “The cost of hospital care.” 

Dr. T. C. Routley, of Toronto, suggested that 
the matter of immigration should be taken out 
of politics, and that a commission be appointed 
to study the question from all angles, in order to 
safeguard the Dominion from misfits of all kinds. 

At the closing session, a resolution was brought 
in asking the provincial government to make . 
provision for the payment of hospital fees for 
patients from unorganized districts of the 
province. There was also a resolution, petition- 
ing both provincial and dominion governments to 
bring about legislation whereby hospitals shall 
be reimbursed for the care of immigrants who are 
not resident in the province long enough to 
establish residence. 

The provincial government will be asked to 
make more suitable and adequate accommodation 
for persons suffering from chronic and incurable 
disease. 

Officers elected for the new year were: 
Honorary President, Hon. F. D. Munroe, Regina, 
Minister of Public Health; President, J. J. Willett, 
Unity; First Vice-President, Dr. H. R. Lewis, 
Saskatoon; Second Vice-President, J. M. Clark, 
Yorkton; Third Vice-President, Dr. Arthur Rose 
Hafford; Secretary-Treasurer, G. E. Patterson, 
Regina; Executive, W. H. Madden, Fortsan; 
LeRoy Johnson, Moose Jaw; H. W. Cookson, 
Weyburn; Sister M. J. Longtin, Saskatoon: 
Miss E. C. Shirley, Swift Current. Next year’s 
convention will be held in Saskatoon. 

Livuian A. CHASE. 


University Wotes 


McGill University 


Recent gifts totalling $41,000 have been 
received by the Faculty of Medicine of McGill 
University. The largest gift was one of $25,000 
to the department of neurological surgery from 
anonymous friends of the university who 
established this department by a gift of a similar 
amount one year ago. This department has 
now become one of the most important in the 
university. The laboratories have been enlarged 
and the accommodation for patients increased, 
while there have been added to the staff 
several men trained in this line of work. 
Research work of the highest importance is now 
being conducted in the department. Another 


gift of $10,000 from another source has been 
received for the purpose of medical research. 
Two bequests have also been received by the 
Faculty of Medicine. By the will of the late 
Dr. John A. Lane, a graduate of the faculty 
in 1877, $1,000 is donated for the purpose of 
purchasing additional books for the Medical 
Library. A second bequest of $5,000 has been 
received through the provisions of the will of 
the late J. H. B. Allan to be used for scholarships 
bearing the name of Dr. J. H. B. Allan, a graduate 
of the faculty of 1885. 


The Faculty of Medicine has also received 
a gift of $3,100, from a friend of the Univer- 
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sity who does not wish his name to be 
mentioned, to be used for research in children’s 
diseases. Two other gifts of $1,000 each have 
also been received from Russell Cowans and 
Alexander Christmas, both of Montreal, to be 
devoted to carrying on studies in connection with 
infantile paralysis. Public attention has been 
focussed on children’s diseases recently through 
the epidemic of infantile paralysis in Ontario and 
Quebec and the University has been enabled to 
extend its research work on the disease through 
recent gifts from friends of the University. 


Recent additions to the list of scholarships 
available in the Faculty of Medicine include a 
bequest from the late Dr. James Francis Williams, 
a graduate of the Class of Medicine 1886. The 
income from this fund, amounting to $500.00 
per annum, is to be used as a scholarship to aid 
recent graduates in advancing their medical 
knowledge through study abroad. 

Two Fellowships in Surgery, one of $1,500 
given by Mr. P. P. Cowans and one of $1,000 by 
Mr. J. W. McConnell, have been established this 
year. 


Promotions and appointments to the teaching 
staff of the Faculty of Medicine include: J. C. 
Simpson as Professor of Histology and Embryo- 
logy; J. W. Bridges as Professor of Abnormal 
Psychology; F. G. Pedley as Assistant Professor 
of Industria! Hygiene; F. T. Tooke and 8. H. 
McKee as Clinical Professors of Ophthalmology; 
C. K. P. Henry as Assistant Professor of Surgery; 
Mrs. K. Banham Bridges as Assistant Professor of 
Abnormal Psychology; and Donald J. Bowie as 
Lecturer in Histology. 


Toronto University 


Herbert Davenport Kay has been appointed 
Associate Professor of Biochemistry at the 
University of Toronto. 

He was born at Heaton Chapel, Lancashire, 
England, on the 9th of September, 1893. His 
preliminary education was obtained at the 
Manchester Grammar School. 

Prof. Kay has the B.Sc., with first class honours 
in Chemistry, University of Manchester, 1914. 
He was Graduate Scholar and Leblane Medallist 
in 1914. He studied botany, zoology and 
physiology in the University of Leeds from 1919 
until 1921, and physiological chemistry in the 
University of Freiburg in 1923. In 1923, he 
obtained his M.Se. from the University of 
Manchester, for a thesis on ‘The Reversibility 
of the action of the urease of the soy bean.” 
He holds the Ph.D. from: the University of Cam- 
bridge, 1925, for a thesis on ‘‘The nature, pro- 
perties and function of ce1tain phosphorus com- 
pounds in the tissues and body fluids;’”’ and the 
D.Sc. degree, 1926, from the University of Man- 
chester, for published work. 

War broke out just at the beginning of his 
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serious research work. He went from the Officers’ 
Training Corps into the Army in September, 1914, 
as infantry officer. He spent two years with the 
infantry, chiefly in France, and was wounded in 
1916. For the rest of the war he was in the Gas 
Services. He was appointed Chemical Adviser 
to the Aldershot Command in March, 1918, with 
the rank of Major, and was in charge of all the 
anti-gas training of troops in the Aldershot Com- 
mand, and of four special training schools for 
anti-gas officers, including the Command Gas 
School. For some months of 1919, he was Chief 
Chemical Adviser, G.H.Q., Great Britain. Dur- 
ing the war Major Kay was thrice mentioned in 
despatches and awarded the O.B.E., Military 
Division. He was demobilized in 1919. 

On demobilization he joined the staff of Pro- 
fessor H. 8. Raper in the Department of 
Physiology and Biochemistry, University of 
Leeds, as Demonstrator in Biochemistry. Dr. 
Kay remained in Leeds two years, until December, 
1921, and had a good deal of teaching and research 
experience in Physiological Chemistry under 
Professor Raper’s direction. He was elected to 
a Beit Memorial Fellowship for Medical Research 
in January, 1922. During his tenure of the 
Fellowship, he endeavoured to obtain as much 
experience as possible of different laboratories 
and methods. He worked for fifteen months 
in the Biochemical Department of the Lister 
Institute (acted as Demonstrator in Micro- 
biology, 1923, in the Cass Institute, University 
of London, and as Honorary Demonstrator in 
Physiology, University College, London, 1923). 
He worked for six months in the Physiological 
Chemistry Institute of the University of Freiburg 
and two years in the Biochemical Laboratory, 
Cambridge. During this period he did a certain 
amount of teaching, both practical work and 
lecturing, and was supervisor in Physiology at 
yonville and Caius College, Cambridge. He was 
elected to a fourth year Beit Fellowship in 1924, 
and a Senior Beit Fellowship in 1925; appointed 
Biochemist to the Medical Unit, London Hospital, 
1925. Since then he has been engaged almost 
entirely in research work, and in supervising and 
advising other workers in the laboratories of the 
Medical Unit. He has been Joint Honorary 
Secretary of the Biochemical Society since 1926. 


Dr. A. Primrose, Dean, and Dr. E. Stanley 
Ryerson, Secretary, of the Faculty of Medicine 
of the University of Toronto represented the 
Faculty at the Fortieth Annual meeting of the 
Association of American Medical Colleges held 
in New York on the 8th, 9th, and 10th of No- 
vember. 


The University of Alberta 


In the Faculty of Medicine, Alberta University, 
there were 25 entrants in the first year this 
autumn, 22 men and 3 women; while those 
who are taking their final year number 18, 2 of 


whom are women. Of the first year students, 18 
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are from Alberta, 4 from British Columbia and 
3 from Saskatchewan. 


The University of London 

Mr. Edwin Deller, LL.D., previously Academic 
Registrar, has been appointed to the post of 
Principal of the University, as from October 1st, 
in succession to Mr. T. Franklin Sibly, D.Sc., 
now Vice-Chancellor of the University of Read- 
ing. In 1920, Dr. Deller was appointed Assistant 
Secretary to the Royal Society, but returned to 
the University in 1921 to take up the post of 
Academic Registrar. From June, 1928, to 
February, 1929, he was acting Principal Officer. 


Edinburgh University 

The Edinburgh University Court has decided 
that from October, 1930, no student will be per- 
mitted to enter on the medical curriculum until 
he has passed the pre-registration examination 
in chemistry and physics. A tuition course in 
chemistry will be arranged during the long 
vacation. Hitherto, students have been allowed 
to start the medical course without having 
passed the pre-registration examination, provided 
that they attended classes in elementary 
chemistry and physics and appeared for exami- 
nation at the end of the first three months. 


A sum of £30,000 has been presented by Mr. 
T. B. Macaulay, President of the Sun Life 
Assurance Company of Canada, to the Animal 
Research Department of Edinburgh University. 
Of this sum £5,000 is set apart for the purchase 
of a farm where the theories of the laboratory 
can be tested out. This supplements a gift of 
£30,000 previously made by the Rockefeller Trust, 
and a gift of £10,000 by Lord Woolavington 
towaids the endowment of the chair of animal 
breeding at Edinburgh. It is expected that the 
genetics department, which is a unique depart- 
ment of Edinburgh University, will be ready for 
occupation early next year. It is at present 
under construction at the King’s Buildings on 
the south side of the city. The work to be done 
will be of great importance from the medical 
as well as from the agricultural point of view. 
The department is under the charge of Professor 
F. A. E. Crew, and work is especially being carried 
on at present along the lines of the effect which 
the organs of internal secretion exert on the 
various phases of reproduction. The depart- 
ment has had the co-operation of farmers and 
breeders throughout the country, especially in 
considering problems relating to sheep, and in 
investigations regarding the inheritance of milk 
yield and quality. 


The University of Glasgow 


Sir Donald MacAlister, Bt., K.C.B.. M.D., 
who recently resigned the post of Principal of 
Glasgow University after twenty-two years’ 
service, has been elected Chancellor of the Uni- 
versity, in succession to the late Earl of Rosebery. 
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The appointment was made on October 30th‘ 
at the meeting of the General Council of the 
University. By Sir Donald’s friends all over the 
world this news will be received with the warmest 
good feeling. Only those who are familiar with 
the administration and growth of the Scottish 
universities can even approximately estimate the 
value of his service to Glasgow. It is not only that 
he has succeeded in establishing a large number 
of chairs and lectureships but that he has done so, 
all along, in the light of universal culture. It 
would be difficult to name from any country a 
man of greater accomplishment, and after a long 
and strenuous life he comes into his honour 
because of his sheer fitness for the post. 


As briefly announced, recently. the King, on 
the recommendation of the Secretary of State 
for Scotland, has been pleased to appoint Robert 
Sangster Rait, C.B.E., M.A., LL.D., to be 
Principal of the University of Glasgow in suc- 
cession to Sir Donald MacAlister. The new 
Principal was formerly Professor of Scottish 
History and Literature in the University of 
Glasgow and Historiographer Royal for Scotland. 


The President and Council of the Royal Society 
have awarded a Royal Medal to Professor Robert 
Muir of Glasgow University for his contributions 
to the science of immunology. Professor Muir 
graduated M.A. at Edinburgh University in 1884, 
and M.B., C.M., with first-class honours, in 1888. 
He was for some years assistant to the Professor 
of Pathology in Edinburgh, and pathologist to 
the Edinburgh Royal Infirmary from 1892. 
In 1898 he was appointed the first Professor of 
Pathology in St. Andrew’s University, and 
relinquished this appointment one year later to 
become Professor of Pathology in the University 
of Glasgow, an appointment which he has con- 
tinued to hold since that time. He is a member of 
the Medical Research Council. 


The University of St. Andrew’s 
Sir Wilfred T. Grenfell, K.C.M.G., M.D., of 
Labrador, was installed Rector of St. Andrew’s 
University on November 6th, in succession to Dr. 


Fridtjof Nansen, G.C.V.O. 
Irvine presided. 

In presenting Sir Wilfred Grenfell for the 
honorary degree of LL.D., Professor Blyth 
Webster said :— 

“Our last three rectors spoke to us in turn of 
courage, independence, and adventure. Their 
successor, whom we admit to honour and to 
office now, has shown these shining qualities in a 
lifetime of danger and devotion to his fellows in 
hard places. To sub-Artic seas and lands where 
life is a silent struggle against cold and hunger, 
night and space itself, he took the virtue of his 
Cornish stock, the fame and fighting temper of 
his folk, the all-round tradition of his school and 
college, his athletic record and his Rugby Blue, 
his medical and his mariner’s skill, his selfless 


Principal Sir James 
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surrender and dedication of his self. What befell 
him there with boat and dog and sledge, his tally 
of peril and endurance and escape, might have 
come to us from long ago, from saga days and 
saga men. 

“Of his forty years of work for deep-sea fisher- 
men in the North-West Atlantic, and thirty-six 
in Labrador and Northern Newfoundland among 
the floating fishers of the summer and the resident 
sc ttlers of the coast, the world knows the results— 
the hospital ships and hospitals, the seamen’s 
homes and orphanages, the co-operative stores 
and shops, the schools, the libraries, and all the 
multifarious energies and organization of the 
Grenfell Mission. Labrador has been said to 
mean ‘land of the labourer.’ I present as Rector- 
Elect for laureation the labourer of Labrador, 
toiler of the deep, tiller of human soil, helper and 
healer of the lives of men.” 


After his installation which took place amid 


scenes of great enthusiasm, the new rector gave 
an address on “‘Saint Andrew.” On the face of it 
there is no reason why Wilfred Thomason 
Grenfell, whose profession was medicine, should 
not now be in Harley Street—and have got no 
farther. But there was some driving power in 
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him (perhaps it had something to do with his 
Cornish blood) which forbade him to be content 
with the hard work and the self-sacrifice that fall 
to the lot of every conscientious medical man. 
He was barely out of his ’teens when a chance 
visit to a prayer meeting showed him his goal— 
a goal unattainable because it was not temporal 
but spiritual. And so first the slums and East 
End Boys’ Clubs and then the deep-sea fishermen 
got the missionary and the medico in him into 
fine condition against the moment when the call 
should come—the call to Labrador, which gave 
to the extraordinary diversity of this man’s 
powers an equal diversity of occupation and an 
inexhaustible task. The thirty-seven years that 
have passed since the trawler Albert set sail from 
Great Yarmouth with a young medical man on 
board have seen the making of a new country. 
That country is already serving in material ways 
the well-being of the Empire and of the world in 
general; but Labrador has the peculiar privilege 
of giving the woild something more than any 
material advantage which the richest country 
could offer. It has been the lamp whence a 
great light has shined—the light of practical 
ability fired by spiritual vision. 


Topics of Current $nterest 


The Function of the Practitioner in a 
Modern Medical School 


During the past thirty years a remarkable 
transformation has taken place in the character 
and pedagogic methods of American medical 
schools. Many of our leading schools of medicine 
have endowments that rival in size the entire 
financial assets of smaller universities. With this 
increase in wealth it has been possible for the 
medical schools to have the fundamental sciences 
taught entirely by professional teachers. In 
more recent years this movement toward full- 
time teaching has been extended to the clinical 
branches, and now a number of the leading schools 
have placed the departments of medicine, surgery 
and pediatrics under the control of full-time 
teachers. This elevation of medicine and surgery 
to the rank of true university departments has 
been of enormous value in establishing clinical 
medicine as an independent science, and the 
development of research laboratories in connection 
with the medical and surgical wards has added 
greatly to the opportunities for clinical investiga- 
tion. With the appointment of full-time teachers 
and with a greatly improved laboratory equip- 
ment, the character of medical teaching in the 
United States has made great strides forward, so 
much so that it is safe to say that at the present 
time American medical schools are equal and 
perhaps superior to any in the world. It is 
fitting and proper that a medical department, 
for example, with a budget of fifty to a hundred 
thousand dollars a year should be directed and 
supervised by a teacher who is devoting his entire 


time to the dispensation of such a huge sum. 
There are, however, better reasons than these for 
the establishment of full-time teachers in medi- 
cine. Medicine is becoming an independent 
science and, if medical students are to have the 
proper scientific background, it is necessary that 
their teaching should rest largely in the hands of 
men who have the scientific point of view. The 
future practitioner of medicine must be in a 
position to understand and apply the advances 
of science in his daily practice. In order to do 
this he must be rooted and grounded in the 
principles of science and in scientific methods of 
thinking. The modern teacher of medicine 
believes that the “art” of medicine is something 
which the student must learn from practical 
experience. The “science” of medicine must be 
drilled into him during his four years of medical 
school. If modern medical education is definitely 
committed to the teaching of medicine by pro- 
fessional teachers, we may well ask the question: 
Is the practitioner of medicine any longer needed 
in present-day organizations, and, if so, in what 
capacity? Must the practitioner with academic 
yearnings be content in the future to do his 
teaching in postgraduate schools and his research 
work in extra-university hospitals, or is there still 
a place for his services in university medicine? 
Cecil is of the opinion that the practitioner will 
still be a necessary part of the modern university 
organization and briefly presents his reasons for 
this belief. The first and perhaps most im- 
portant function of the practitioner in the modern 
medical school is that of liaison officer, or middle- 
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man, between the university professors on the 
one hand and the general practitioners and the 
general public on the other. Without some such 
connecting link, there is danger of a loss of sym- 
pathy and understanding between these groups. 
With respect to professors and practitioners it is 
true, of course, that both groups are composed 
of doctors of medicine and both are referred to as 
physicians; but their professional aims and 
interests are radically different. The professor 
of medicine is physician-in-chief to the university 
hospital, and as such is naturally interested in 
the handling of patients; but his larger interest 
is in disease itself and the teaching of disease to 
students; the average practitioner is absorbed 
chiefly in taking care of sick patients and building 
up a practice. The professor is the scholar; the 
practitioner, the man of affairs. Professors of 
medicine, for example, are not particularlv 
interested in county, state or even national 
medical organizations. Their multifarious duties 
in the medical school and hospital make it almost 
impossible for them to take an active part in 
these organizations. The practitioner gives his 
active support to these various medical societies 
for both social and professional reasons. Prac- 
titioners who spend a part of every day in the 
university clinic can report to the medical so- 
cieties from time to time on the advances that 
are being made in research. The important 
advances in medical science must be taken up by 


the professors and instructors in clinical medicine 


and carried to the man in the street. New 
diagnostic measures, new remedies of all kinds, 
are first tried out in large hospitals. The prac- 
titioner who is in constant attendance at one of 
these hospitals keeps up with the scientific 
“gossip”? and carries it outside to his colleagues 
who have no contact with the clinic. Just as 
the practitioner with university affiliations acts 
as a middleman between the professor and the 
family physician, so he may also be the means of 
keeping public-spirited laymen and __phil- 
lanthropists in sympathy with the hospitals and 
medical schools. It is only by stimulating this 
interest that the endowments so necessary to 
full-time medicine are obtained. Another im- 
portant field for the practitioner in the modern 
medical school is in the outpatient department. 
The type of patient that comes in to an out- 
patient clinic is the same type that makes up the 
bulk of the physician’s office practice. For some 
reason the full-time professor usually finds it 
difficult to become interested in the outpatient 
department. The vague symptoms and signs 
which these patients so often present do not lend 
themselves to vivid demonstrations or to dog- 
matic teaching. The young practitioner is par- 
ticularly interested in outpatient work because it 
fills the gap between his internship and the day 
when he receives an appointment on the visiting 
staff of a hospital. There will always be a few 
practitioners who have a talent for research work, 
and if they have such a talent, every opportunity 
should be given them by the university clinic to 


carry out their ideas. The practitioner will al - 
ways approach a problem in medicine at a some- 
what different angle from that of his colleague in 
full-time medicine. The practitioner is intensely 
interested in the practical application of science 
to his profession. His problems therefore are 
usually concerned with some diagnostic measure 
or some new therapeutic agent. In the field of 
teaching there is still a distinct need of the prac- 
titioner in medical education. In the wards he 
approaches the sick patient from a practitioner’s 
standpoint; the professor of medicine approaches 
the patient with an enormous interest in his 
disease? The students are entitled to both 
points of view. The practitioner is likely to 
have at his command certain facts in the practical 
application of therapeutics which will be of 
special interest to the students. Furthermore, 
the special branches of internal medicine, such 
as gastro-enterology, neurology and the diseases of 
allergy, are still largely in the hands of prac- 
titioners, and students should have the benefit 
of their knowledge and experience. The prac- 
titioner will be particularly valuable as a teacher 
in the outpatient department. Functional 
diseases, which constitute such a large part of 
the practice of medicine, receive very little 
attention in the wards. If the student is to 
become familiar with this very important group 
of diseases, he will have to receive his instruction 
concerning them in the outpatient department. 
The practitioner, who is only too well acquainted 
with this type of patient, is best qualified to give 
instruction concerning it. Teaching the so-called 
art of medical practice is something which neither 
the full-time professor nor the practitioner can 
impart to the student, but is that intangible 
something which physicians either possess 
naturally or pick up from experience. A con- 
siderable part of the “art” of medicine is com- 
passed by good breeding; the remainder is the 
skill which the physician acquires in practicing 
his profession. The practitioner who proposes to 
teach modern medicine must vie with his full- 
time colleague in keeping abreast of his subject. 
He must find time in his busy life to keep up 
with the current literature and visit other clinics. 
How much time should the part-time teacher 
devote to his university and hospital work? 
During his thirties and forties he should be able 
to give one-half to one-third of his day to college 
affairs. After 50, the burdens imposed by 
practice, medical societies and other activities 
may make it impossible for him to devote half 
time to the school. After 60, his value to the 
medical school, both as a teacher and as an 
investigator, will depend entirely on the in- 
dividual. How shall the practitioner be rewarded 
for his services to the medical school? The men 
who prove themselves most valuable to the school 
should eventually become professors of clinical 
medicine. The size of their salaries will naturally 
depend on the amount of time devoted to uni- 
versity work. There is a tendency in several 
leading schools now to turn over the ward patients 
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and bedside teaching to full-time teachers, and 
ot limit the practitioners’ activities to the out- 
patient department. Cecil is convinced that 
such a policy is not desirable and, if persisted in, 
will eventually alienate the interest of the better 
practitioners from university work. The most 
valuable asset to any university is the inspired 
teacher, the man possessed with that indefinable 
something which arouses the interest and en- 
thusiasm of the student. Such men are rare in 
all colleges and all medical schools, and a man of 
this type cannot be excluded from the medical 
school because he happens to enjoy practicing 
medicine as well as teaching it. American uni- 
versities will make a great mistake if they allow 
gifted and talented physicians to lose their 
interest in medical education. There are many 
practitioners who still have a profound interest 
in medical teaching; and, if this interest is 
fostered by proper recognition from the uni- 
versities, these men will continue to fill a useful 
place in the modern medical school. The closer 
association of practitioner and professor in both 
didactics and clinical work will make the prac- 
titioner a better professor and the professor a 
better practitioner.—Russell L. Cecil in the 
J. Am. M. Ass., 93: 503, August 17, 1929. 


The Renaissance of General Practice 
Whether we like it or not, the centre of gravity 


of medicine is shifting from the home to the 
hospital and clinic. The first result of this is 
that the profession will be unable to go on doing 
its hospital work for nothing and will increasingly 
demand payment for services rendered in in- 
stitutions; the second result is a narrowing of 
the confines of general practice which will ulti- 
mately destroy the efficiency of all who are 
isolated from hospitals. The problem of pay- 
ment for institutional treatment is being solved 
on orderly lines in the course of social evolution, 
but the problem of the private practitioner’s 
isolation presents itself urgently in connection 
with the Local Government Act which will come 
into force in April. It may not be strictly true 
to say, with one of the speakers at last week’s 
Panel Conference, that this Act will provide 
hospitals for everybody, from duke to dustman, 
but it will certainly set free a very large number of 
beds to meet the public demand. This will have 
the effect of popularizing hospitals still further, 
and if no attempt is made to bring the general 
practitioner into their working it will separate 
him yet more widely from truly general practice. 
If the family doctor is to look after nothing but 
minor complaints, if he is to surrender his patient 
during every illness, if he is to be kept out of the 
multifarious activities of the public health service, 
if he is to have no access to special means of 
investigation and treatment, then he stands little 
chance of being a good doctor. While very many 
have these facilities at cottage hospitals and else- 
where, and make good use of them, the majority 
of medical men are in no direct relation with 
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hospitals. If local authorities choose the easy 
course and indiscriminately staff all their in- 
stitutions with whole-time officers, the present 
opportunity of a renaissance of general practice 
will be lost—and such an opportunity may not 
occur again. It was on some such conclusion 
that the Panel Conference passed a resolution 
requiring an institutional position for the family 
practitioner. 

But, of course, it is one thing to pass resolutions 
and quite another to translate them into action. 
What sort of hospital is the general practitioner 
to enter, and what is he to do when he gets there? 
Clearly no one would care to thrust him into the 
organization of the great voluntary hospitals, and 
it may be asked whether he has in fact a function 
in anything bigger than a cottage hospital. If 
he has no place in the large institutions under 
natural conditions, ought we to provide an 
artificial environment in which he will thrive? 
Is the family doctor engaged on work of such 
national importance that he should be pro- 
tected; or is free trade in medicine ultimately 
best for consumer and profession alike? These 
questions will have all sorts of answers in different 
minds, in different parts of the country, and in 
different circumstances. Even now we can find 
object-lessons in plenty if we look for them. 
There are already poor-law institutions which 
have pay-beds to which patients can be admitted 
under the care of their own doctor. There are 
others in which medical men are encouraged to 
follow their cases to the wards and consult with 
the superintendent and his assistants. Others 
again have codpted local medical men as members 
of their consulting staffs; but here they are 
usually invited in some specialist capacity and 
begin to lose their status as genuine general 
practitioners. This is the process which has 
given specialists to most of the big provincial 
towns during the past two generations, for where 
a man is attached to a large hospital as physician 
or surgeon he is apt insensibly to become a 
consultant—or at any rate a “consultoid.”” In 
this increasing specialization some people see the 
salvation of the practitioner, but Lord Moynihan 
would have us beware of the tendency to put 
local doctors on the staffs of the new municipal 
hospitals unless they have the proper credentials. 
The hope of the medical profess|on, he says, is 
that the standards and ideals of the voluntary 
hospitals will guide and inspire the work of the 
poor-law institutions under their new control, 
and it must be recognized that physicians and 
surgeons required for them do not at present 
exist. Lord Moynihan evidently visualizes a 
municipal hospital as developing gradually on 
the lines of the teaching hospitals, with no one 
on the staff who is not an F.R.C.S. or M.R.C.P. 
He agrees, however, that general practitioners 
should be given greater facilities for keeping in 
touch with their patients, and for following 
the practice of the hospitals so as to keep abreast 
of advances in medicine. 

Possibly we shall have to admit that such 
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facilities are the most that can be hoped for. 
Perhaps it is true that general practitioners when 
they demand admission to hospitals are asking 
for the lost opportunities of their youth, which 
they can never have again. We must beware of 
thinking that it does not matter what happens 
to the practitioner of to-day so long as we look 
after the training and chances of the practitioner 
of to-morrow. And we are not persuaded that 
it is impossible at once to bring the family doctor 
into much closer touch with hospital work. If 
the so-called salt of the profession is losing its 
savour, we do not believe it is beyond the wit of 
man to re-salt it—The Lancet 2: 933, November 
2, 1929. 


Lord Moynihan on Voluntary Hospitals 


Speaking at Dewsbury on October 15th, Lord 
Moynihan said he believed we had now arrived 
at the most critical period in the history of hospital 
administration in this country. Hitherto it had 
required a confession of pauperism to allow a 
patient to receive benefit from the poor-law 
hospitals, but under the new Local Government 
Act the work of all the hospitals could be co- 
érdinated, the number of available beds doubled, 
and the disgrace of long waiting-lists removed. 
It was the hope of the medical profession that 
the standards and ideals of the voluntary hospitals 
would guide and inspire the work of the old poor- 
law institutions under the new control. It must 
be recognized, however, that physicians and 
surgeons required for the adequate staffing of 
these hospitals did not at present exist. Special 
and arduous training was needed before a man 
could undertake consulting duties, and the re- 
sponsible authorities must go slowly at first and 
increase only at the rate at which fully qualified 
persons became available for the work. General 
practitioners should be given greater facilities 
for keeping in touch with their patients under 
treatment, and for following the practice of the 
hospitals so as to keep themselves abreast of the 
advances of medicine. The great imperfection 
of the National Health Insurance Act from the 
medical standpoint was that it gave the prac- 
titioner no chance of availing himself of hospital 
practice or of getting post-graduate training.— 
The Lancet 2:957, November 2nd, 1929. 


The Numbers Seeking Entry into the 
Medical Profession 


It is interesting to note the variation in numbers 
seeking entry into the profession. Thirty years 
ago the average entry in the British Isles had 
been about 1800. It dropped during the next 
decade and a half to something like 1400. During 
the war the wastage of doctors and the demand 
for their services at the Front led to a somewhat 
unnecessary alarm on the part of the public that 
the profession might become dangerously de- 
pleted, so that by the end of the war the entry 
approximated 2250, and for two or three years 


after that date even exceeded this number, the 
peak figure being 3420 in one year (1919). Dur- 
ing the past five years the entry has stood round 
these figures: 1043, 1070, 1260, 1214, 1363. With 
the exaggerated entry following upon the war, 
the number of new practitioners registering each 
year has greatly exceeded the pre-war figures, so 
that in 1928 the number of medical men upon 
the Register was actually 10,000 more than in 
1918, and 20,000 more than in 1898. It may be 
said shortly that the number of registered prac- 
titioners up to the end of the first quarter of the 
present century was almost exactly double the 
number 50 years ago, but the population of 
Great Britain and Ireland in that period has not 
increased by more than about 50 per cent, so 
that the increase of population has been very 
much less than the increase of medical prac- 
titioners has been, and the ratio of doctors to 
population is much higher than before. 

Much of the increase has been absorbed by 
the rapidly increased demands of public health 
work, and there is considerable prospect of these 
demands increasing and not diminishing; but it 
is clear that the medical profession, if not actually 
overstocked at the present time, runs some risk 
of being so. However, the prospect of obtaining 
work after so prolonged a preparation for it may, 
at the present moment, be said to be on the whole 
favourable. Much discussion has taken place 
during the past year as to the position of medical 
women, whose entry during the war years was 
disproportionately large as compared with men. 
Evidence is somewhat conflicting, but my per- 
sonal impression, founded upon reliable data, is 
that a far larger number of medical women are 
earning a sufficient livelihood by medicine than 
the pessimists allow.—E. Graham Little, M.D., 
in The Lancet 2: 907, October 26, 1929. 


Motorist’s Heel 


This note is prompted by the correspondence on 
the subject of painful heel in the British Medical 
Journal during the spring and summer. One 
important cause— motor driving—escaped men- 
tion, and I have not discovered any reference. to 
its etiology in the literature. 

The causes of painful heel may be classified as 
affections of: (1) the fibro-fatty pad; (2) the 
bursa beneath the tendo achillis; (3) the os caleis. 

The Fibro-fatty Pad.—This thick pad, situated 
where the heel rests on the ground, is fairly 
sharply defined, especially behind, where it 
quickly gives place to delicate skin beneath 
which is little or no subcutaneous fat. Being 
relatively avascular it is liable to that class of 
affections in the wide category of ‘‘rheumatic.” 
The well-known painful heel of gonorrhoea 
probably comes into this category, as does that 
due to dead and infected teeth. When gout 
was prevalent the heel was not an infrequent seat 
for the development of tophi. If the focus of 
infection is discoverable its removal will result in 
acure. The delicate skin on the back of the heel 
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is liable to ulceration as the result of ill-fitting 
footwear, especially shoes. The skin is relatively 
fixed, and there is no subcutaneous fat to act as a 
cushion. The ulcers heal with difficulty unless 
the cause is removed. 

The painful heel I wish to describe is not un- 
common among motorists. I have known of 
three cases; a local garage man tells me he has 
come across at least a dozen. The history is as 
follows: The patient drives a long distance, 
either over a rough road or over a busy one, 
necessitating frequent manipulation of the clutch 
or accelerator. The following morning he finds 
that he is unable to put the heel to the ground 
owing to the pain, which may even have awakened 
him. There is exquisite pain over the whole of 
the heel pad, and a particular point of tenderness 
at the site of attachment of the plantar fascia. 
There are probably two factors contributing to 
the trouble. First, the heel rests on the floor- 
board in an unusual position—that is, on its 
posterior aspect, a tender area. Secondly, the 
manipulation of the clutch and accelerator in 
cars with a low floor-board necessitates keeping 
the foot in a fully dorsiflexed position. These two 
positions in the presence of vibration are sufficient 
to stretch the fascia, always a painful process. 
Abstinence from driving for a day or two will 
usually bring about a cure. A_ prophylactic 
measure, and one in constant use among lorry 
drivers, is the fitting of a board covered with 
matting or soft material beneath the controls. 

Bursa beneath the Tendo Achillis.—This is 
liable to inflammation from footwear, especially 
shoes in which there is incurving of the heel; it 
may result from a blow. Rest and change of 
footwear will usually bring about a cure. ; 

The Os Calcis.—Exostoses are occasionally 
found in the region of the epiphyseal line and 
may cause pain, especially if there is any dropping 
of the arch of the foot. At times ossification 
proceeds into the plantar fascia and is visible as 
a spine or process directed anteriorly. If flat- 
foot should develop there is a tendency for this 
spine to be directed downwards, so causing pain. 
Treatment of both these conditions is directed 
primarily to the flat-foot; only if symptoms 
persist after its cure should operative removal be 
undertaken. Tuberculosis affects the cancellous 
bone and usually ends in caseation and suppura- 
tion with sinuses; small sequestra may be ex- 
truded. Syphilis may cause a gummatous 
periostitis which is very painful, but since the 
improvement in the treatment in this disease, 
bony manifestations are becoming relatively 
rare.—A. P. Bertwistle, M.B., Ch.B., F.R.C.S.- 
Ed. in Brit. M. J., 2: 855, November 9th, 1929. 


Protection of Hospitals From Fire 


The modern hospital architect, in planning his 
buildings, takes careful account of the structural 
devices by which the spread of fire may be limited, 


and makes 


increasing use of fire-resisting 
materials. 


His predecessor, however, according 


to Dr. Gilbert Burnet, chief surgeon to the 
National Fire Brigades Association,* has in 
many instances bequeathed dangerous hazards 
to patients, staffs, and firemen. The design of a 
hospital, he holds, should be determined as much 
by the fire brigade chief as by the architect; 
indeed, in his view, the local fire chief is the only 
person qualified by skill and training to undertake 
the responsibility of preventing and extinguishing 
outbreaks of fire in hospitals. He deprecates 
the practice of placing the dispensary in the 
basement, maintaining that all spirits in bulk 
and all compressed gases in cylinders should be 
treated with the same respect and care as petrol, 
and kept in a well-ventilated cool room, away 
from the main building. Special precautions are 
needed in storing new scientific products in 
premises some of which were designed many 
years ago. In this connection the increasing 
use of ethylene in modern anesthesia has intro- 
duced a new fire hazard into the hospital; the 
vapour mixed with oxygen from any source is 
liable to explode the moment it is brought into 
contact with a hot cautery or a static spark. 
Similar dangers accrue from other mixtures, and 
it follows, therefore, that only cylinders containing 
the same kind of gas should be stored in the one 
compartment; all cylinders should be prominently 
labelled, and, as a further guide to their contents, 
painted in distinctive colours. The only cylinders 
to be allowed in the electro-therapeutic rooms are 
those containing nitrous oxide and carbon dioxide; 
these rooms should never be used for operations 
under ether, ethyl chloride, or ethylene 
anesthesia, and their installation should be regu- 
larly inspected by an expert engineer. The 
special dangers that may arise from an imperfect 
system of storing x-ray films were only too pain- 
fully brought home to us all by the recent disaster 
at the Clinic Hospital, Cleveland, Ohio. In 
Dr. Burnet’s view, the X-Ray and Radium 
Protection Committee—whose preliminary recom- 
mendations were the subject of comment in our 
issue of June 15th (p. 1089)—should, before 
further developing its proposals, establish con- 
tact with, and obtain advice from, the Fire 
Protection Committee. The risk of fire lies not 
so much in the few odd films left in the film- 
viewing room as in the storage of films in bulk, 
and it is therefore imperative that all hospitals 
should keep their used and unused films in a 
separate building, and draw from them only 
their immediate requirements. In _ operating 
theatres, whose atmosphere is liable to be charged 
with explosive anesthetic vapours, probably the 
greatest source of danger is the static electrical 
spark generated from the highly polished fittings 
and surfaces. At present the best safeguard is 
to maintain in the theatre an atmospheri¢ 
humidity of 60, but Dr. Burnet suggests that 
more desirable would be some system of ‘“‘earth- 
ing’’ the theatre appliances by which the danger 


*The Fire Peril in Hospitals, Fire, p. 49, July, 
1929. 
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might be overcome even in a dry atmosphere. It 
is not generally realized that a faulty switch in 
the lighting circuit may be as great a hazard in 
the operating theatre asa naked flame. The fire 


brigade chief, according to Dr. Burnet, would not 
only make sure that all switches were spark- 
proof; he would advocate the enclosure of all 
lamp sockets in spark-proof shades, and protect 
the hospital against risks from electric radiators, 
electric bells, and telephone indicators.—Brit. 
M. J., 2:506, September 14th, 1929. 


How Sir Luke Fildes Painted ‘‘The Doctor’ 


The death of Sir Luke Fildes, R.A., who painted 
the famous picture, ‘‘The Doctor,’ was an- 
nounced some little time ago. How the painter 
of this much admired masterpiece brought it into 
being is related in an illustrated interview which 
appeared in the Strand Magazine. (London, 
1893, pp. 111-127.) 

It appears that Mr. Fildes loved to paint the 
people, the country folk—to paint them as they 
were, historically and artistically. ‘‘The Doctor’ 
was intended as a portrait of the English physician 
of 1890 in a home of that period where a little 
child lay desperately ill. The surroundings were 
such as the artist had sketched in his journeys 
from Devon to Inverness to get the character of 
the people and the general background for the 
picture. The cup and basin and odds and ends 
in furnishings were purchased during these 
wanderings. He sketched many interiors in 
cottages and fishers’ huts and then returned home 
and built exactly to size in the end of his studio 
the one he wanted for his picture. It was a most 
substantial structure, even the massive rafters 
were there. 

The lamp was lighted and the rays of early 
dawn were coming in through the windows. For 
the child Mr. Fildes took his own little boy, 
Geoffrey, and described the happening as follows 
to Harry How, author of the interview in the 
Strand Magazine: 

When he wanted his morning sleep he used to 
be brought up to the studio. The nurse would 
watch him as he lay on the chairs. As he slept 
I painted. You see the hand falling down by the 
side helplessly? One day, I had just finished 
the picture with the child’s hands tucked up 
close together at the neck, as children sleep, 


Mororist’s KNEE—‘‘R. V. 8.’’ writes: It seems 
disabilities caused by motor 
driving. From personal experience I can say there is 
a form of motorist’s knee. Two year ago I bought an 
American type of car in which the control pedals are 
stiff and placed high off the floor boards, so that one 
cannot rest the heel on the floor boards when pushing 


there are numerous 
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when I noticed my boy’s hand fall over the side. 
I thought it exquisite—so pleading and pitiful. 
I altered the hands in the picture at once, and 
painted the left one as you see it now. 

The artist had difficulty in securing as a model 
for the doctor a person with the decision of 
manner that he had in mind, and so he levied 
freely on five or six of his friends for a feature 
resembling his ideal and got them to sit for him. 
He said this picture had remained in his mind for 
a very long time, though eventually it proved the 
quickest painted of any he had ever done. 


He received many letters asking for the name 
of ‘“‘The Doctor,”’ one being from a lady who was 
ill and who asked for his address, saying that if 
she only had a doctor like him to attend her she 
felt sure she would soon be restored to health. 
—Health News of New York. 


Proofs of Arsenical Poisoning 


The murderer’s favourite poison, arsenic, has 
become almost as dangerous to him as to his 
victim, so certain has modern science made the 
detection of this poison and the discovery of how 
it was used. In a case of suspected criminal 
poisoning recently agitating England, that of the 
death of the Sidney family of Croydon, Sir 
Bernard Spilsbury, scientific expert of Scotland 
Yard, has been able not only to detect arsenic in 
the body of Miss Vera Sidney, buried nearly five 
months ago, but to estimate the fatal dose, to 
decide in what manner it was given, and to 
determine how long before death the poison was 
first swallowed. This last estimate was made 
from the amounts of arsenic found in the toe 
nails, finger nails and hair. Slow poisoning by 
arsenic is indicated, Dr. Spilsbury explained at 
a recent coroner’s inquiry, by the entry of the 
poison into hair and nails. These grow in length 
with the arsenic in them. Accordingly, if the 
analyst cuts off successive lengths of hairs, 
measured outward from the scalp, or if he takes 
similar sample slices of finger nails or toe nails, 
the presence or absence of arsenic in successive 
sections compared with the known rates of growth 
of nails or hairs shows about how long before 
death the poison began to be swallowed.—E. E. 
Free, Ph.D. 


out the clutch or adjusting the foot brake pressure. I 
developed severe pain and stiffness in both knees, more 
particularly in the inner sides over the internal lateral 
ligaments. This must have set up a form of fibrositis, 
as it is still troublesome. I am sure the position of 


the foot controls is wrong.—Brit. M. J., Dee. 14, 1929. 
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SPECIAL CORRESPONDENCE: THE EDINBURGH LETTER 


Special Correspondence 


The Edinburgh Letter 


(From owr own correspondent) 


The Rectorial Election at the University has 
fallen on evil days. The historic battle which 
has been waged for centuries outside the polling 
booth in the old Quadrangle of the University, 
did not take place this year. This is the reaction 
from the extremely strenuous campaign in 1926, 
when Sir John Gilmour, the unionist candidate 
was elected by a large majority. At that time 
broken windows and other damage to University 
buildings cost about £600 to repair. Five uni- 
versity professors suffered the undignified ex- 
perience of being thoroughly drenched in a hose 
pipe attack by one of the contending parties. At 
the same time two student leaders were kid- 
napped and kept on board a fishing trawler in 
the estuary of the Forth, and became seriously 
ill after their maritime experience. The leaders 
of the respective parties were hunted from pillar 
to post. The head of one student political party, 
during the whole campaign, never slept in the 
same house two nights in succession. Many 
considered these outbursts of spirit to be rather 
childish. No doubt the proceedings were be- 
coming too rough and were developing into more 
than mere party rivalry. At the same time one 
is inclined to regret the passing of the old order, 
with its attendant charms of yellow ochre, soot, 
rotten eggs and decayed vegetables. At the 
request of the Senatus Academicus a pact was 
drawn up by the political parties, prohibiting 
kidnapping, ragging and fighting in the old 
Quadrangle. Mr. Winston Churchill, the 
Unionist candidate, was elected by a majority 
over G. K. Chesterton (Liberal) and Mrs. 
Beatrice Webb (Socialist). 

James Haig Ferguson, LL.D., has been elected 
President of the Royal College of Surgeons for 
the ensuing year. The Vice-President is Mr. 
Alexander Miles, LL.D., and the Secretary and 
Treasurer, Mr. J. W. Struthers. 

Dr. Sydney Smith, Regius Professor of Forensic 
Medicine at Edinburgh University,. has been 
awarded the Swiney Prize by the Royal Society 
of Arts. Before his appointment to the Chair in 
Edinburgh he was for ten years Professor in 
the University of Cairo. He played a notable 
part in bringing to justice the murderers of the 
late Sirdar, Sir Lee Stack Pasha. 

His Majesty the King has approved the 
awarding, by the President and Council of the 
Royal Society, of a Royal Medal to Professor 
tobert Muir, of Glasgow University, for his 
contribution to the Science of Immunology. 
Professor Muir is a graduate of Edinburgh in 
both Arts and Medicine. He was formerly 
senior assistant to the Professor of Pathology 
and Pathologist to the Edinburgh Royal 
Infirmary, and has been Professor of Pathology 


in Glasgow since 1899. He is the author of the 
well-known ‘Manual of Bacteriology.” 

On October 14th, Mr. William Adamson, M.P., 
Secretary of State for Scotland, formally opened 
the new lecture theatre of the Jordonburn Nerve 
Hospital, at Morningside, Edinburgh. This 
hospital which is situated on a piece of ground 
which formerly was part of Morningside Asylum, 
is intended not only for the recognition and cure 
of early mental disorder but also for the investi- 
gation of early mental signs. The lecture theatre 
which has been built at a cost of £8,000 will be 
available for academic purposes—for the classes 
of psychiatry in the University and in the 
Royal Colleges School of Medicine, and for 
post-graduate lectures, and for popular lectures 
of an educational character. It is intended 
later to erect psychological laboratories. Among 
those present at the opening ceremony were 
the Lord Provost of the City, Sir Thomas 
Holland, Principal of the University, Dr. Robert 
A. Fleming, President of the Royal College of 
Physicians, Mr. Alexander Miles, President of 
the Royal College of Surgeons, Sir Robert Philip, 
Sir Norman Walker, Sir David Wallace, Pro- 
fessor Lorrain Smith, and the Councils of both 
Colleges. 

Sir Donald MacAlister, Bart., of Tarbert, who 
recently retired from the Principalship of Glas- 
gow University after twenty-two years service 
has been elected Chancellor of the University of 
Glasgow, in succession to the late Earl of Rose- 
bery. Sir Donald MacAlister has been President 
of the General Medical Council since 1904. He 
was created a baronet in 1924. 

Prof. R. S. Rait, C.B.E., LL.D., Historio- 
grapher Royal for Scotland, has been appointed 
Principal of the University of Glasgow, in suc- 
cession to Sir Donald MacAlister. Professor 
Rait is a graduate in Arts of Aberdeen University. 
He was formerly Dean of New College, Oxford. 
Professor Rait was elected to the newly founded 
Chair of Scottish History and Literature at the 
University of Glasgow. For a time he was Dean 
of the Faculty of Arts. He has contributed 
largely to publications dealing with Scottish 
history and literature. 

A hundred years ago Glasgow was a beautiful 
city. Those who paid a visit during the last 
coal disturbance and found the metropolis of the 
west, basking’ in the sunshine under skies of 
unexpected blue, were forced to admit that our 
great neighbour has still many claims to beauty 
and possesses stately, dignified buildings whose 
true grace they had never previously appreciated 
under the prevailing canopy of soot. The time 
may come when Glasgow’s smoke pall will dis- 
appear, like the mists upon the morning hills, 
then what our western friends are pleased to call 
“the second city in the Empire” may become the 
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first smokeless city. This prospect was held out 
recently at Glenboig, Lanarkshire, when the 
world’s largest plant for the distilling of coal was 
formally opened. This is the first of a series to 
be erected in Britain by the Brissey Coal Dis- 
tillation Company (Ltd.), of London. The plant, 
it is stated, will consume between 600 and 700 
tons of Scottish coal per day, turning it into 450 
tons of smokeless fuel, 20,000 gallons of oil, and 
20,000,000 cubic feet of gas. It also stated that 
the new works will be responsible for absorbing 
into employment, directly and indirectly, 2,000 
to 3,000 men. The smokeless fuel will be first 
used locally and this may mean for Glasgow the 
distinction of becoming the first realiy smokeless 
city in this country, and with the going of the 
smoke cloud the purging of the city of much of 
the resulting dirt, and a general improvement in 
the health of the community. The time is 
certainly ripe for such a change. As was stated 
recently at the meeting of the Sanitary Congress 
of Scotland, this country has the dirtiest atmos- 
phere in the world. We have taken fewer steps 
than any other people to alleviate the evils of 
smoke in industrial and domestic life. Propa- 
ganda in favour of smokeless fuel makes little 
impression. The house-wife is the main offender. 
She is swayed by the question of expense, and 
insists on her open fire. Until she is converted 


by cheaper alternatives, we are condemned to 
breathe the present atmosphere and develop the 


various ills and evils which it brings in its train. 
GEORGE GIBSON. 
23 Cluny Terrace, Edinburgh. 


The London Letter 


(From our own correspondent) 


Great interest in the whole subject of the 
radium treatment of cancer has been shown the 
last few months following the setting up of the 
National Radium Trust and the Radium Com- 
mission. For the past eight years a great deal 
of patient research work has been proceeding, 
mainly under the direction of the Medical Re- 
search Council, while individual surgeons at 
certain centres have been slowly evolving details 
of new methods for the use of radium. Now for 
the first time it appears that the quantity of 
radium available is becoming more suitable to 
the demands made upon it, and in addition to 
the successes already achieved with superficial 
applications, by buried needles, by ‘‘radon”’ 
seeds, or by the combination of these three 
methods, we are now looking forward to seeing 
the results of “distance radium’ therapy” by 
the new four gram ‘‘bomb” established by the 
Radium Commission at the Westminster Hospi- 
tal. 

Another very important development is the 
announcement that the Mount Vernon Hospital 
at Northwood, Middlesex, which was built for 
the open-air treatment of tuberculosis, is now to 
devote its 150 beds, excellent buildings and general 
equipment, for research into and the treatment of 
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cancer. A g@od staff is being collected and a 
strong advisory committee is ready to direct 
the work. This is one of the first research 
hospitals of its kind in this country, and its 
establishment is a big step forward in the anti- 
vancer campaign. The Cancer Hospital in 
London and the Middlesex Cancer Hospital 
have been doing valuable work for many years, 
but the new Mount Vernon establishment will 
work on somewhat different lines, with a whole- 
time director of research to co-ordinate its various 
activities. 

The new bill to abolish the speed limit has just 
been issued, despite a serious warning from 
Mr. A. P. Herbert in the columns of “ Punch” 
as to the terribly devastating way in which the 
numbers of motoring fatalities mount up day by 
day. It is claimed, of course, that since no one 
observes the present limit it is better to get rid 
of it and substitute heavy penalties for furious 
and reckless driving. Whether this will reduce 
the number of casualties remains to be seen, but 
it is significant that in Sir George Newman’s 
report on “The Health of the School-Child”’ 
for 1928 “death by violence” is second on the 
list of the causes of mortality among school 
children, and yet nowhere in this report are any 
preventive measures advocated or even discussed. 
A recent joint meeting of the Hunterian Society 
of London and the Medico-Legal Society devoted 
an evening to discussing some aspects of the 
problems that at present concern the motorist, 
the doctor, and the public. Most of the speakers 
dealt with tests for the physical fitness of the 
motorist, and it was pointed out that once for an 
experiment a blind man was sent to get a driving 
license and obtained it. An important com- 
mittee of the British Medical Association is 
about to begin a consideration of the question 
of tests for drivers, but in the new bill the subject 
is dealt with at present by merely demanding : 
declaration as to fitness from the candidate for a 
driving license. The question of psychological 
tests for drivers was also mooted, while the 
difficult problem of tests for drunkenness was 
raised but did not get any nearer a settlement. 
In 1928, more than 6,000 people were killed on the 
roads of Great Britain, and a _ very large 
number of non-fatal casualties threw a large 
amount of almost completely unremunerative 
work upon the profession. The developments 
in connection with the new bill will be watched 
with interest, but meanwhile, as “‘A.P.H.” puts 
it, 17 people are being killed every day. 

The foundation stone of the new London Clinic 
and Nursing Home was laid the other day by the 
Duchess of Atholl, and this building represents 
an attempt to bring the services of a first rate 
hospital to the richer classes of the community. 
The financial side of this new venture raised 
many difficulties, but it has now been arranged 
that the medical staff shall have no pecuniary 
interest in the establishment whatsoever, and it 
is being run as a public limited company with 
about 300 shareholders. The new building is 
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situated at the north end of the consulting room 


area; it will have accommodation for about 200 
patients, and will be thoroughly equipped in an 
up-to-date manner. The company announce 
that the new home is intended to cater to persons 
of limited means, but when it is understood that 
non-inclusive charges will range from 12 to 35 
cuineas per week it becomes obvious that the 


Letters to 


A Plea for Medical Archives 
To the Editor: 


I have been compiling memoranda—in form 
for the Archives of the Canadian Medical 
Association regarding deceased physicians whom 
| have known. This seemed to me more 
important at the time than records of men still 
living. 

Whilst thus engaged I found record of one of 
my uneles, Dr. George Diel, who was born about 
1841, graduated at McGill in 1863, and died in 
1872. He was at McGill before the time of your 
undergraduate days in medicine. I made record 
of this man in the archives. 

I find I have good records of one who was 
born in 1827, graduated at the old Toronto 
School of Medicine, 1853. This man, Dr. Clark- 
son Freeman was a general practitioner when I 
was a small boy. He was a clever man, a very 
dear old fellow who used a high power micro- 
scope. Through his influence and the charm of 
using his microscope I was led to study medicine. 
I am preparing the formal record for Dr. 
Freeman. 

Thus I was led to wonder why the Archives 
should not have record of every medical man of 
Canada from the first. I suggested this to Dr. 
Routley and he seems pleased with the idea. 
Each one of us could contribute, the older men 
more easily. Now if I should write a brief 
sketch of the life of Dr. Freeman would there 
be place for it in the Journal? And would the 
Journal use the occasion to suggest the compiling 
of records of our fellows who have gone before 
us. The old men of our boyhood days—I mean 
the medical men in Canada—surely it would be 
a small tribute if we can place with our growing 
Association some record of their noble work. 

Sincerely yours, 
S. H. Corrigan 


Lampman, Sask., April 19, 1929. 


LETTERS TO THE EDITOR 









129 


middle-classes are still unprovided for, and 
despite all the publicity attached to the launch- 
ing of this new venture there is no indication that 
any attempt is being made to supply the real 
need of this class of the community. 


AuAN MONCRIEFF. 
London, December, 1929. 


the Editor 


A Plea for More Medical Research 


[The following letter, passed to us, has 
been addressed by Dr. D. A. Stewart, 
President of the Canadian Tuberculosis 
Association to the Superintendents of 
sanatoria in Canada, with the idea of 
stimulating workers in sanatoria to 
publish more papers on problems in 
tuberculosis. We feel, however, that 
the letter has a much wider application 
and that all students and many phy- 
sicians should find in it something of 
interest and stimulus.—Ed. | 


To the Superintendents 
of the Sanatoria of Canada: 

May I address in this letter not only you who 
are Superintendents but also the young medical 
men and women who work with you, and who, 
let us imagine, are reading this letter over your 
shoulder? 

Of course, you all know that the Canadian 
Tuberculosis Association offers each year to 
sanatorium physicians of less than five years’ 
standing two substantial prizes of $250.00 each, 
for papers giving the results of studies of tu- 
berculosis—of the laboratory and clinical phases, 
respectively. 

What we would all like to know is why more 
papers are not sent in. 

Surely our young medical people are not in- 
fected, even incipiently, with the rotten idea that 
all there is in sport is winning. The best result 
always is a game well played, and who had the 
higher score scarcely matters. In this game of 
studying and writing, fortunately, all who enter 
can win. There are no blanks. Who gets the 
two cheques matters little. The entrant farthest 
from the money may actually have played the 
game hardest and got most out of it also. Only 
two can be declared prize-men, but all can add the 
zest of a special study and interest to their daily 
work and the discipline of orderly arrangement 
of facts and conclusions to their minds. 

And surely none of you have the mistaken idea 
that a study or a bit of research is something that 
can be done only with test tubes. There is no 
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aspect of disease as seen at the bedside, no 
phase of diagnosis, course or prognosis, that 
cannot be studied with the greatest profit, and 
advanced by study also. When we and our 
methods have reached perfection, and when the 
science and art of the care of the sick have 
reached absolute finality, we can afford to rest on 
our oars. Until that time every day should be a 
day of study. The bedside many of us think a 
better and more attractive workshop than the 
laboratory bench, but every man to his choice. 
Every fifty patients have fifty good papers in 
them, if we have the perseverance to find them. 
Osler wrote his chapters on tuberculosis out of 
an observation of fewer patients than any one of 
us have. And if Osler had one single opportunity 
that any one of has not, it is not because Heaven 
sent it to him but because he made it for himself. 

And I trust we have not the still more wrong 
and mischievous idea that papers simply flow 
without effort from the pens of some gifted people, 
and that these only should write. There are 
none such. Gray spent weeks getting the first 
four lines of his ‘‘Elegy” to please him, and he 
had already spent years laboriously perfecting 
his art. The difference between good writing 
that pleases and slipshod stuff that pains is not 
a matter of inspiration but perspiration. You 
can’t improve even your golf game by lying in 
bed. It is to be hoped that the matter in the 
average medical paper is not quite so bad as the 
manner. 

Literary style, of course, is not needed in a 
paper reporting a medical study. What is 
needed first is the hard, constant, steady work 
of assembling facts—not theories, but hard facts. 
Many stop when they have a collection of facts. 
That is a sort of pons asinorum, for the next 
step is usually harder, that is, the arranging of 
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the material gathered. This takes imagination 
and much downright hard work. But when you 
have at last got your matter arranged just right 
you have added more to your understanding of 
your subject, more to the discipline of your own 
mind, and more to your effectiveness in writing 
also than in all the gathering of facts. After 
you had gathered your facts you did not know 
what you thought on the subject. When you 
have arranged your facts, you do know. Many 
medical papers are served up at the material 
collection stage, and are as palatable and enjoy- 
able as raw pork. The second stage, of arranging 
a paper, will do more for it and more for you, 
and very much more for your audience or readers, 
than the first stage. 

This has been a long digression. What I 
would like to know is that studies are being made, 
and papers written, in every sanatorium in the 
country, and by every sanatorium doctor in the 
country. 

The idea I wish always to find among the 
young men and women who work with me, and 
the idea I am now trying to spread among all the 
younger and older men and women who work in 
the larger Canadian field is that a young sana- 
torium physician without a bit of special study 
or research—especially with the winter season 
just approaching—presents a spectacle almost as 
indecent as though he made his appearance in 
the morning without his you-know-whats, or his 
any-thing-elses either. 

Ruskin would forgive young people anything 
but laziness. So read, write, persevere, be liter- 
ate, grow. 

Yours sincerely, 


D. A. STEWART, 
President. 


Hbstracts from Current Literature 
MEDICINE 


Arthritis. Pemberton, R., Am. J. M. Sc. 178: 


594, Nov. 1929. 


The author expresses the view that chronic 
arthritis differs from acute articular rheu- 
matism in degree rather than in kind, and that 
it may be, like the latter, an allergic response 
to bacterial toxins liberated somewhere within 
the body. In addition to the focus of infection 
which acts as ‘‘the match to the priming,”’ 
initiating the bacterial allergy, there are often 
hereditary and environmental predisposing 
factors. 

Certain pathological changes are common to 
the various forms of chronic arthritis. The 
basal metabolic rate is, as a rule, below the 
normal, and anemia is a frequent occurrence. 
Three-quarters of all patients suffering from 
the disease show an actual or potential delay 


in the removal of dextrose from the blood 
stream. These changes just enumerated have 
been explained by the author, in conjunction 
with Peirce and Cajori, on the basis of a slow 
and interrupted capillary blood flow, which 
they have actually shown to be the case in a 
number of chronic arthritics. Metabolism is 
thus slowed down and carbohydrate is less 
readily utilized or stored. That diminished 
blood supply ean in itself lead to the changes 
of chronic arthritis has been demonstrated by 
Goldhaft, who interrupted the blood supply to 
dogs’ patelle by tying silk ligatures about them, 
producing a typical hypertrophic arthritis. 
Pemberton believes that in addition to the 
factor of anemia, injurious substances from the 
intestinal tract may accumulate in the joint in 
much the same way as dextrose, which is found 
there in higher concentration than in the blood. 
The benefits which accrue from the ordinary 
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therapeutic measures, such as physiotherapy 
and the removal of foci of infection, are readily 
explained on the basis of the foregoing patho- 
logical changes. E. S. Mus 


On the Management of the Spastic Colon and 
Mucous Colopathy Especially in Hypervago- 
tonic Persons. Barker, L. F., Am. J. M. Sc. 
178: 606, Nov. 1929. 


Barker draws attention to the fact that there 
are two types of chronic constipation commonly 
found in neurotie individuals,—a spastic and 
an atonie type. Habitual constipation of the 
hyperkinetic, dyskinetic, or spastic, type is 
caused by a persistent spasm of the colon. It 
occurs in hypervagotoniec persons and is 
characterized by paroxysms of colicky ab- 
dominal pain and the passage of large amounts 
of mueus in the stool (mucous colopathy or 
myxoneurosis intestinalis). In addition to the 
foregoing symptoms these patients invariably 
give a history of other forms of vagotonia, such 
as hyperacidity, pylorospasm, dizziness, pares- 
thesias, and even vagotonie heart block. The 
abdominal pain is not infrequently so severe 
as to simulate peptic uleer, acute appendicitis, 
or even gall stone colic. Physical examination 
will reveal on palpation of the abdomen the 
tender spastic bowel which ean be rolled under 
the fingers. When the spastic area is low 
down it may sometimes be palpated by rectum. 
Confirmation of the spastic colon is readily 
carried out by an x-ray examination done be- 
fore and after the administration of atropine 
which relieves the spasm temporarily. The 
treatment of the condition consists in removing 
in so far as is possible the cause of the under- 
lying neurosis. The diet should be bland and 
smooth, not coarse and bulky. If the stool is 
foul, acidophilus milk may be given twice daily. 
Atropine or belladonna in some form is of the 
greatest benefit and should be used liberally. 
The author has found that homatropin methyl- 
bromide (novatropin) is an excellent anti- 
spasmodic and is much less toxie than atropine. 
It is used in doses of 2.5 mg. given three times 
daily. Where gastric hyperacidity is present 
mild alkalis may be given. Surgery has no 
place in the treatment of this disease. 

E. S. MILLs 
Functional Disorders of the Colon. Kiefer, E. 
D., New Eng. J. Med. 201: 715, Oct. 10, 1929. 


One of the most common complaints which 
the general practitioner is called upon to treat 
is chronic constipation. General experience in- 
dicates that probably the normal bowel funce- 
tion consists of the passage of one formed stool 
each twenty-four hours. More important than 
the frequency of the stools is their consistency. 

In outlining treatment consider, first, the con- 
dition of the colon; secondly, the general health 
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of the patient ; thirdly, the emotional or psychie 
influences present. In the ease of a sluggish 
bowel function in a strong young person the 
increase in the stimulation of the bowel by 
adding raw fruit, vegetables and bran will 
bring about the desired result. If the colon is 
hyper-irritable and shows evidence of loss of 
co-ordination in the muscular contractions, the 
function will be improved if a non-irritating 
diet with a moderate amount of bulk is pre- 
seribed. It is essential to withdraw completely 
laxatives of all kinds.. 

When there is loss of tone of the bowel, rest 
is the keynote of treatment. The diet should 
be small in residue and non-irritating. As the 
tone returns the residue in the diet may be 
gradually increased and more stimulating food 
included. Often it is necessary to put the 
patient to bed for one or two weeks. The 
soothing effect of heat is used by having him 
drink hot water and by applying external heat 
to the abdomen. Atropine seems to help in re- 
establishing function. If there has been no 
movement in twenty-four hours three ounces of 
warm cottonseed oil should be instilled into 
the rectum, to be retained over night. If the 
oil does not induce a movement a small low 
enema is given. Patients who have had only 
liquid stools for a long time are apt to have 
difficulty in expelling the first few formed 
stools because of a chronic contraction of the 
anal sphincter. Laxatives of all kinds and 
large enemata are forbidden. Patients should 
be taught how to use a small rectal syringe 
which has a capacity of two or three ounces. 
Many patients report months and years after 
their treatment that if they follow the rules of 
diet, they have no symptoms, but if they eat 
much roughage, they immediately have trouble. 

Patients with migraine usually have hyper- 
irritable colons. The examination of the 
patient should be general and thorough, in- 
cluding a rectal examination. Laboratory ex- 
aminations of urine, stools, gastric contents 
and blood are:important and helpful. The 
x-ray is necessary to rule out organic disease 
and to estimate the condition of the colon. 

LILLIAN A, CHASE 


Relation of Streptococci to Influenza. Alt- 
shuler, S. S., and Henry, L. D., Ann. Ini. Med. 
3: 371, Oct. 1929. 


This subject has been under discussion as long 
as influenza has been recognized as having a 
bacterial origin; and there is as yet no settle- 


ment of the problems it presents. Probably the 
most widely held view is that influenza is caused 
by the influenza bacillus of Pfeiffer, but much 
evidence is being brought forward to prove that 
this bacillus is not the causal agent. Just why 
Pfeiffer’s bacillus should have been accepted so 
unquestioningly is difficult to explain. Pfeiffer’s 
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original studies on this organism were based 
on a total of only 31 cases. The pandemic of 
influenza in 1918 afforded an opportunity to 
thoroughly examine the part played by this 
bacillus in the disease. The result of much 
study by many bacteriologists brought out the 
fact that the percentage of influenza cases show- 
ing Pfeiffer bacilli was relatively small. In 
fact, this bacillus was found to occur in a 
higher percentage of healthy individuals than 
of influenzal patients. One observer concluded 
that ‘‘whatever is the cause of influenza, it is 
certainly not Pfeiffer’s bacillus. If the infec- 
tion is due to a common virus, the Pfeiffer 
bacillus is not even the most important 
secondary invader.’’ 

In a sense, the amount of investigation 
directed towards the Pfeiffer bacillus during the 
pandemic was wasted. The authors feel that 
more time might profitably have been spent on 
studying the part played in the pandemic by 
the pneumococeus and streptococcus groups. 
The streptococcal forms, in Donaldson’s opinion, 
were the more important causative organisms. 
They were found in a greater percentage of 
cases than were the Pfeiffer bacillus and should 
be considered as more important, even if only 
as secondary invaders. Zinsser, however, thinks 
that pneumococci and streptococci are not the 
original causes of influenza, since they normally 
inhabit the upper respiratory passages and 
would therefore be frequently isolated from 
influenza patients. The latest view is that 
streptococci are the causative organism, but that 
they give rise to influenza only during certain 
stages of their development. For it is realized 
that bacteria are capable of passing through a 
life cycle, and at certain stages of this cycle 
exhibit not only a different morphology but also 
alter in their physiological, cultural, serological, 
and antigenic characters. 

The present study supports this view of strep- 
tococeal causation. A series of bacteriological 
studies were made on 142 individuals during an 
epidemic of influenza. There were 54 cases of 
influenza and 88 controls. A predominance of 
streptococci of the hemolytic form were found 
in 94 per cent of the patients, and amongst the 
controls the streptococci predominated to the 
extent of 20 per cent. It is admitted that there 
may be a form of filterable virus which is re- 
sponsible for the disease, but only a few ob- 


servations have been made on this point. 
H, E. MacDERMOT 


Diabetic Coma—Then and Now. Fitz, R., New 
Eng. J. Med. 201: 967, Nov. 14, 1929. 


Nowadays no honest doctor can camouflage 
a fatal case of diabetic coma as representing 
the natural culmination of the disease, nor be- 
lieve with a clear conscience that fatal diabetic 
coma is ever an inevitable catastrophe. 
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Up to October, 1922, when insulin was first 
used clinically in the United States, 17 diabetic 
coma cases had entered the medical wards of 
the Peter Bent Brigham Hospital. All of them 
died within five days of their admission. The 
average age of the group was 32 years. The 
most constant symptoms noted at the onset of 
a striking change in the patient’s mental reac- 
tion were nausea and vomiting. An upset 
stomach was apt to be followed quickly by 
coma and death. 

Since October, 1922, 23 patients have entered 
the Peter Bent Brigham Hospital in coma, 8 
of whom died in coma. Of the recoveries, one 
patient has since died of tuberculosis, two from 
deliberate carelessness, two from unknown 
causes. To compensate for these fatalities, one 
of the young girls has grown up and had a 
baby. The living children are all doing splen- 
didly and seem to gain tolerance and to develop 
normally; the adults have peculiarly little to 
complain of in relation to diabetes. 

A doctor who undertakes the treatment of a 
patient with diabetes assumes a large responsi- 
bility. Not only must he recognize the disease 
but he must follow up every detail of its treat- 
ment so long as his patient lives. A certain 
number of patients abandon treatment deliber- 
ately and go downhill, while others go from 
doctor to doctor hoping for a new method of 
cure. The patient in coma needs insulin because 
he has a large accumulation of blood sugar; he 
needs fluids because he is dehydrated, he needs 
warmth and the best of nursing care because 
he is somewhat shocked; he needs a doctor 
because he is face to face with a dire emergency 
and may lose his life if the doctor is not 
properly ‘‘on the job.’’ It is necessary for the 
doctor in charge to ‘‘camp”’ on every coma 
ease; unless the treatment is supervised ecare- 
fully during the few days of critical illness, the 
result will not be satisfactory. Patients slip in 
and out of acidosis with extraordinary rapidity. 

The family doctor is under a definite obliga- 
tion to his diabetic patients. He is the first to 
be called when any emergency arises. He has 
a great opportunity to establish the diagnosis 
of diabetic coma in its early stages and to 
prevent its development. Coma causes far too 
many deaths from diabetes each year. The 
present high death rate can be lowered if only 
doctors throughout the country will admit the 
practical importance of the problem and learn 
how to recognize and treat diabetie acidosis 
before it becomes dangerous. LrmutaNn A. CHASE 


The Medico-Legal Significance of Blood Groups. 
Sciff, F., The Lancet 2: 921, Nov. 2, 1929. 


Some observations are made upon recent 
articles in the literature of this subject with 
special reference to the procedures as carried out 
in the German and Austrian courts. The in- 
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creasing use of blood grouping methods in the 
attempt to establish certainty of parenthood is 
noted, more than 5,000 instances being obtain- 
able where this examination has been performed. 
In regard to the question of paternity it is em- 
phasized that the method should correctly be 
termed ‘‘a test for the exclusion of paternity,’’ 
that is, it offers absolute proof that a certain 
man could not have been the parent. This, of 
course, with the small number of definitely estab- 
lished groups at our disposal, can only be done 
in a small pereentage of cases—one out of six or 
seven. That even this is of value has been con- 
clusively demonstrated in many legal contro- 
versies, and the use of the method by trained 
workers in conjunction with intelligent laws is 
heartily advocated. J. B. Ross 


L’Inversion Nuclear en el Esquema de Arneth 
y la Tuberculosis. (Nuclear inversion, ac- 
cording to the Scheme of Arneth, in Relation 
to Tuberculosis). Priano and Isuardi, La 
Semana Medica 7: 301, 1928. 


Under normal conditions the polymorpho- 
nuclear leucocytes having a tri-lobate nucleus 
predominate over those with a bi-lobate one. 
Volez has found that in tuberculosis this pro- 
portion is altered to a degree warranting the 
term ‘‘nuclear inversion.’’ 

Priano and Isuardi, in checking this observa- 
tion, have found the inversion to hold in all of 
twenty-seven tuberculous patients tested. Their 
results, also, are in perfect accord with those of 
other Argentine workers, notably Pansa and 
Dueco, and Arrillaga and Rechniewski. The 
authors conclude that in this blood change is a 
useful aid in diagnosis. A. G. NICHOLLS 


SURGERY 


Acute Pancreatitis. Linder, W., and Morse, L. 

J., Ann. Surg. 90: 357, Sept. 1929. 

Acute pancreatitis may result from (1) 
pyemie involvement; (2) contiguity; (3) 
lymphogenous extension; (4) retrogression of 
bile into the pancreatic duct; or (5) regurgita- 
tion of duodenal contents into the duct of 
Wirsung. The first two are very rare occur- 
rences. The third also is rare, since infection 
would have to travel against the lymph stream 
and through lymph nodes. Infected bile carry- 
ing an increased proportion, of bile salts is a 
potent couse. ~There must in addition be a 
closure of the sphincter of Oddi, due either to 
spasm or stone: 

Biliary disease is a precursor of acute pan- 
creatitis in 75 per cent of cases. Of the 88 cases 
reported, 88 per cent were in females. Fifty 
per cent of cases occurred between the ages of 40 
and 60. Eighty eases gave a history of a 
previous gastro-intestinal upset. 

Symptoms are due to local irritation and the 
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circulation of toxic products. Intense splitting 
epigastric pain was present in 86 cases. Vomit- 
ing, which was not progressive, was observed in 
85 eases. Shock, collapse, cyanosis, dyspnea 
and occasional dermatological reactions were 
also present. The temperature varied from 
normal to 102 degrees F. The pulse was rapid. 
Jaundice was present in 28 cases. Epigastrice 
tenderness was present in 66 per cent. Con- 
stipation was the rule. 

The condition has to be differentiated from 
acute cholecystitis, perforation of the gall 
bladder or a peptic ulcer, intestinal obstruction, 
renal colic and coronary thrombosis. 

Fat necrosis was found in every case. Cdema 
and enlargement of the pancreas were present in 
49 cases, hemorrhage in 23, sero-sanguineous 
exudate in 52 eases. 

The treatment consists in relieving pressure on 
the semilunar ganglion and common duct by 
opening the pancreatic capsule. Cholecystec- 
tomy should be performed if the patient’s con- 
dition permits; if not, a cholecystostomy. The 
mortality rate in this series was 36 per cent. 
Proper early treatment of biliary disease will 
decrease this high rate. Stuart D. GorDoN 
The Treatment of Torticollis, Howell, B. W., 

Brit. M. J. 3589: 714, Oct. 19, 1929. 

Torticollis occurs in 1 in 150,000 births. The 
head is tilted towards the affected side with 
rotation of the chin forward and away from the 
affected side. Secondary deformities are facial 
asymmetry and scoliosis. It may be (A): con- 
genital; (1) prenatal, (2) natal; (B) : acquired; 
(1) rheumatic, (2) reflex, e.g., from tubercle of 
spine, (3) ocular, (4) spasmodic. The deformity 
is due to a contracture of the sternomastoid 
muscle, particularly its sternal head. It may be 
due to abnormal posture in utero, resulting in a 
shortening of the sternomastoid muscle, or a 
localized fibrosis and contracture from inter- 
ference with the blood supply. Rare forms are 
due to an abnormal development of cervical 
vertebre. The contracture is usually on the 
right side, very rarely bilateral. The natal sub- 
division is associated with a difficult labour, 
usually a breech presentation. A rupture of 
some of the fibres of the sternomastoid, with or 
without a hematoma, results. The condition 
occurs more frequently in males. 

The earlier the patient is brought to the ortho- 
pedie surgeon the better the prognosis; if with- 
in a few days of birth, cure should result in 
three months. Treatment consists in rotating 
and tilting the head in a direction the reverse 
of the deformity, while an assistant pulls down 
the shoulder and arm on the affected side. This 
should be done a number of times and repeated 
daily. A masseuse should then knead the 
affected muscle. Correct posture in carrying is 
also an aid. 
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In late cases operation, followed by suitable 
exercises and re-education, is the only cure. 
Subcutaneous tenotomy of the sternal head 
of the affected sternomastoid is done. The head 
is then fixed in a position of over-correction by 
means of a plaster jacket. This remains on for 
four weeks. The jacket is then bivalved and 
exercises and re-education commenced. In 
another four weeks the jacket is done away with. 
Cure resulted in from three to six months in 
19 to 20 cases reported. Open operation is done 
for incomplete cure or relapse after the method 
deseribed, and in cases with other abnormalities. 

Operation is contra-indicated in: (1) cases 
having marked congenital bony abnormality; 
(2) bilateral torticollis; (3) those cases in 
which the torticollis is secondary to disease of 
the spine. Stuart D. Gorpon 


OBSTETRICS AND GYNACOLOGY 


Ein im Wochenbett geborenes Myoma. (A 
Myoma Delivered During the Puerperal 
Period.) Herzfeld, B., Zentralbl. f. Gynakol. 
41: 2592, Oct. 12, 1929. 


The presence of a myoma during confinement 
is often a source of complication, in that it may 
become inflamed or give rise to thrombosis. 

The author records the case of a woman, 
thirty-six years of age, III-para, in whom, 
during the ninth month of her pregnancy, he 
discovered a tumour on the left side of the 
uterus, about the size of a fist. The delivery 
itself took place normally, without hemorrhage, 
and the uterus was well contracted, but three 
days later the patient complained of pain, the 
temperature rose, and signs of infarction of the 
lung and thrombosis in the right leg appeared. 
About one month after her delivery the patient 
felt a ‘‘large lump”’ in her vagina. The next 
day she was delivered of a soft tumour (a 
myoma). Two weeks later she was well, the 
signs of infarction and thrombosis having dis- 
appeared. Presumably, the capsule of the 
tumour had undergone necrosis, permitting the 
discharge of the growth per vias naturales. 

A. G. NICHOLLS 


PAEDIATRICS 


Epilepsy in Children: The Relationship of 
Water Balance to the Occurence of Seizures. 
MeQuarrie, I., Am. J. Dis. Child. 38: 451, 
Sept. 1929. 


That fasting and the institution of ketogenic 
diets will often prevent seizures in epileptic 


children is well known. Both these procedures, 
as well as tending to cause a shift in the acid- 
base balance toward the acid side, have a de- 
hydrating effect on the body tissue. Moreover, 
mild polyuria usually occurs after an epileptic 
convulsion. 
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The dehydrating effect of these therapeutic 
regimens suggested a study for the purpose of 
determining the relationship of water balance 
to the occurrence of seizures. The patients 
selected were suffering from unusually severe, 
so-called ‘‘idiopathic’’, epilepsy. No sedative 
drugs were employed. The calculation of fluid 
intake included the water contained in the diet. 
On different levels of fluid intake these children 
showed a tendency to retain water during the 
active phase of the disease. Seizures occurred 
when a positive water balance above a certain 
magnitude was established. When this retained 
water was removed by rigid restriction of fluids 
convulsions ceased. Excessive restriction of 
water induced hyperthermia. 

Limitation of fluid intake as the sole method 
of therapy was too slow and uncertain in its 
effects. Combined with a fasting regimen it. was 
very effective in producing a negative water- 
balance and cessation of seizures. This pro- 
cedure, however, was unsatisfactory because of 
the fever and the rapid loss of weight it induced. 
On an adequate diet at the border-line of ketosis, 
water balance was kept at a level that prevented 
convulsions without interfering with the comfort 
of the patient. Suddenly increasing the water 
intake during this treatment precipitated 
seizures. When a solution of pituitary or of the 
antidiuretic hormone of the hypophysis was 
given parenterally to a patient on this strict 
regimen, fluid was retained in the tissues, body 
weight increased, and convulsions recurred. 
Concentrated urea solution in large doses pro- 
duced diuresis and had a favourable effect upon 
the seizures. 


The author speculates on the réle that water 
imbalance may play in the etiology of epilepsy. 
Charts of four patients are reproduced, and 
show in a striking manner the tendency to 
freedom from seizures on low fluid intake, and 
especially the induction of status epilepticus by 
the exhibition of pituitary extract. 

McQuarrie believes the effectiveness of the 
ketogenie diet now in vogue in the treatment of 
epilepsy depends less upon the resultant ketosis 
than upon its dehydrating effect. When the 
epileptic patient comes under observation, he 
controls the convulsions by fasting and strict 
limitation ‘of fluids, or by giving nothing but 
2 c.c. of 30 per cent cream per kilogram of body 
weight every four hours for two to five days. 
The patient is then given a diet that will keep 
him near the border line of ketosis, and water is 
restricted as far as consistent with comfort. The 
carbohydrate of the diet is made up largely 
from concentrated cereal products such as bread 
rather than from the watery vegétables and 
fruits, which are supplied only for their vitamin 
content. From this point on, by trial and error, 
an optimum level of fluid intake and ketogenesis 
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is established, compatible with comfort, growth, 
and prevention of seizures. Fifteen to 30 c.c. 
of water (including that in the food) per kilo- 
gram of body weight daily is sufficient fluid in- 
take for some patients. A. K. GEDDES 


The Determination of the Value of Serum in 
the Treatment for Meningococcus Meningi- 
tis: Report of an Illustrative Series of Cases. 
Wright, I. S., DeSanctis, A. G., and Sheplar, 
A., Am. J. Dis. Child. 38: 730, Oct. 1929. 


Ten deaths occurred in a series of cases of 
epidemic meningococcus meningitis in the 
Babies’ Wards of the New York Post-Graduate 
Hospital in 1928 before a serum could be found 
that was effective against the strains of meningo- 
cocci responsible for the small epidemic of that 
year. The use of the only effective serum that 
could be found was followed by 30 recoveries in 
34 cases. The agglutination test proved unre- 
liable in the search for a serum specific for a 
definite strain of meningococcus, since sera 
showing the highest titre were ineffective 
clinically. It appeared also that when a very 
large number of strains had been used in the 
preparation of a polyvalent serum there was a 
loss of specificity against a definite strain. Al- 
though as much as 600 e.c. of serum had been 
used in one patient, it was found that one intra- 


spinous treatment of 20 ¢.c. daily was adequate. 
Whenever an antimeningococeus serum fails 
to stand the therapeutic test in any given case, 

search for an effective serum is imperative. 
A. K. GEDDES 


The Experimental Production of Abscess of the 
Lung. Cutler, E. C., Am. J. Dis. Child. 38: 
684, Oct. 1929. 


Cutler was unable’ to produce pulmonary 
abscess in dogs by insufflation. By the use of 
infected emboli he was able to produce true 
parenchymatous suppuration. In a group of 
animals immunized in varying degrees to the 
organism employed in the embolus lung lesions 
were produced, the severity of which depended 
on the degree of immunity that had been 
established in the host. The investigator like- 
wise produced abscess by the use of an infected 
clot which he caused to be manufactured in the 
dog’s own vein. All these abscesses healed or 
showed signs of healing within four weeks, 
whereas lung abscess in man is characterized by 
chronicity. Excessive coughing, induced by a 
chlorine chamber, prolonged the lesion somewhat. 
When the spirochetes and fusiform bacilli of 
the mouth were added to the material previously 
used in the embolus, abscesses resulted which 
lasted three months or more. 

Cutler believes that lung abscess cannot be 
produced by insufflation unless there is complete 
blocking of the bronchus; that it is produced by 
embolism from a septic field; that secondary in- 
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fection with the mouth organisms by aspiration 
(a common occurrence) gives the original lesion 
its character of chronicity ; that in oral surgery 
the mouth anzrobes may be included in the 
thrombi producing the primary suppuration, 
thus accounting for the relatively high in- 


cidence of post-tonsillectomy lung abscess. 
A. K. GEDDES 


Spontaneous Hypoglycemia in Childhood. 
Josephs, H., Am. J. Dis. Child., 38: 746, Oct. 
1929. 


The prominent clinical features in the ten 
cases discussed in this article were somnolence, 
coma, ketosis, vomiting, convulsions and oc- 
easionally headache and abdominal pain. The 
oldest patient was seven years and the youngest 
two years. The onset was usually abrupt, pre- 
cipitated by an acute infection and following a 
short period of fasting. The attacks lasted eight 
hours to four days, and in half the cases there 
were recurrences. The blood sugar values were 
depressed, ranging from 36 to 81 mg. per 
hundred cubic centimetres. Two of the cases 
were fatal and showed at necropsy marked fatty 
changes in the liver and kidneys and_ sub- 
epicardial hemorrhages— changes similar to 
those occurring in some of the intoxications, as 
phosphorus and chloroform poisoning. 

Such intoxications are known to be associated 
with hypoglycemia and their clinical and patho- 
logical pictures resemble those of the cases under 
discussion. The author discards the ‘term ‘‘re- 
current vomiting’’ in favour of ‘‘spontaneous 
hypoglycemia,’’ since neither recurrence nor 
vomiting is an essential feature. He believes the 
precipitating causes to be effective only on a 
constitutional background of increased (infan- 
tile) lability of the blood sugar. The treatment 
is administration of dextrose; the prophylaxis, 
avoidance of fasting, prevention of infection, 
and the frequent ingestion of carbohydrate when 
there is any danger of an attack. A. K. GeppEs 


Anomalies of the Urinary Tract in Children: 
Frequency and Types in a Consecutive Ne- 
cropsy Series. Bigler, J. A., Am. J. Dis. Child. 
38: 960, Nov. 1929. 


In a series of 153 autopsies over a period of 
eleven months, anomalies of the urinary tract 
were found in 20 cases, or 13 per cent of the 
series. The youngest patient was thirteen days 
old, the oldest eight years; 85 per cent were 
less than 4 years of age. An antemortem dia- 
gnosis of disease of the urinary tract was made 
in only one ease; in none was there any com- 
plaint referable to the urinary system on ad- 
mission. 

The series included one case of congenital 
valve of the posterior urethra, and thirteen 
eases of ureteral obstruction. All the anomalies 
were considered congenital. Additional con- 
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genital malformations, outside the urinary tract, 
coexisted in one-half the cases. The author con- 
siders, in view of the high incidence of con- 
genital anomalies of the ureters in this series, 
that many similar changes found in adults and 
diagnosed as inflammatory are probably con- 


genital in origin. A. K. GEDDES 


The Leucocyte Count in Rheumatic Heart Dis- 
ease in Childhood. Perry, C. B.,. Arch. Dis. 
Child. 4: 247, Oct. 1929. 


Two hundred and thirty-nine blood counts 
were made on forty-one children with rheumatic 
heart disease, al! of whom continued to receive 
salicylates. The investigation showed that acute 
rheumatic carditis is associated with a leucocy- 
tosis of 12,000 to 15,000 per ¢e.mm., mainly due 
to an increase in neutrophiles. The white cell 
count dropped to within normal limits so early 
in the disease that the author concluded it was 
of no value as an index of the activity of the 
infectious process. He found no evidence of an 
eosinophilia in chorea. A. K. GEDDES 


THERAPEUTICS 


The Clinical Use of Potassium Sulphocyanate 
in Hypertension. A Preliminary Report of 
Fifty-Nine Cases. Palmer, R. S., Silver, L. S., 
White, P. D., New Eng. J. Med. 201: 709, 


Oct. 10, 1929. 

Potassium sulphocyanate was used in a series 
of 59 patients, most of whom belonged to the 
essential hypertension group; the majority were 
over 40 years of age. During the administration 
of this drug a reduction in systolic pressure of 
30 or more millimetres of mereury occurred in 
42 per cent of this series. 

Unfavourable symptoms may be produced in 
patients with renal changes and in those with 
coronary sclerosis. The drug should be used 
with care in these cases. The drug should be 
given a clinical trial in many cases where the 
patient is suffering from the effects of hyper- 
tension or is likely to suffer from these effects. 

LILLIAN A. CHASE 
The Therapeutic Uses of Luminal. Brain, W. 
Lancet, 5539: 867, Oct. 26, 1929. 


Luminal is the phenyl derivative of veronal 
and the sodium salt is the most suitable for 
therapeutic purposes. Ill effects take the form 
of skin eruptions and neuro-toxic phenomena. 
In epilepsy luminal should be added to bromide 
therapy when this has proved ineffectual, the 
dosage being gradually increased to 3 gr. a day. 
Prolonged and regular treatment over a period 
of years, if necessary, is essential to success, and 
care, must be taken against untoward symptoms 
due to sudden withdrawal of the drug. Status 
epilepticus may be treated by gr. 2 doses of 
sodium luminal in 20 per cent solution hypo- 
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dermically. In migraine the writer finds that a 
marked reduction in the number of attacks is 
obtained by 1/2 gr. doses morning and night for 
a few weeks. Insomnia, in the majority of cases 
responds excellently to 1 to 14% gr. doses at 
bedtime and after-effects are few. Particular 
benefit is seen in insomnia of depressed mental 
states and vascular hypertension. Luminal is a 
useful vestibular sedative and is most valuable 
in cases of aural vertigo secondary to Eustachian 
tube and nasal disorders. In attempting to 
break the vicious circle of irritation and scratch- 
ing in cases of pruritus, the sedative effect of 
luminal, combined with local measures, is of 
great aid. J. B. Ross 


Present Status of Glucose-Insulin in the Treat- 
ment of Shock. Wade, P. A., Current Re- 
searches Anas. & Analg. p. 298 et seq., Sept- 
Oct. 1929. 


Glucose solution injected directly into the 
blood stream compensates for the decreased 
blood volume and raises the blood pressure 
temporarily, but the body may not be able to 
oxidize the glucose. The injection of insulin 
ensures the rapid oxidation of the available 
glucose and supplies the tissues with the energy 
needed. 

At the New York Hospital patients with shock 
are given 1,000 ec. of a 5 per cent or 10 per 
cent solution of glucose. At the same time in- 
sulin is injected in doses of one unit to every 
three grammes of glucose. The best results have 
been obtained in traumatic shock. Patients with 
post-operative shock, however, also showed 
marked improvement. The results obtained by 
this treatment have appeared much more rapid 
and effective than those obtained when only 


saline and glucose were used. W. B. HoweELL 


HYGIENE AND PUBLIC HEALTH 


A Study of the Efficiency of Dust-Removal 
Systems in Granite-Cutting Plants. Bloom- 
field, J. J., Pub. H. Rep. 44: 2505, Oct. 18, 
1929. 


The United States Public Health Service is 
making an extensive study of the health of 
workers in dusty trades. Two reports have al- 
ready appeared dealing with the conditions in 
the Portland cement industry and the granite 
cutting industry. In connection with the latter 
investigation, a study of the efficiency of dust- 
removal systems has been made. 

An investigation of the correlation between 
the degree of dustiness and the incidence of 
silicosis in the granite industry (where the per- 
centage of quartz is about 35) indicates that the 
worker is fairly safe if the dust concentration 
does not exceed ten million particles per cubic 
foot of air. It has been found possible to keep 
the dust concentration down to this figure by 
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means of suitable exhaust ducts attached to the 
dust-ereating machines. These machines vary in 
character, and many of them are mobile—the 
hand pneumatic tools for instance. Special 
suction devices have been made to suit the par- 
ticular machine. In the case of pneumatic tools 
the suction is supplied through 2 inch flexible 
hose, 17 feet in length, run through a pully 
suspended on a weighted arm. The linear 
velocity in the exhaust ducts should be about 
1,500 feet per minute. Lower velocities than 
this result in a rapid fall in efficiency; higher 
velocities do not appear to increase the efficiency 
greatly. FRANK G, PEDLEY 


ANAESTHESIA 


Report of an Explosion of Ethylene Gas Result- 
ing in the Death of a Maternity Patient and 
Her Child. Peterson, R., Am. J. Obst. Gynec. 
18: 659, Nov. 1929. 


A patient in the second stage of labour was 
inhaling a mixture of ethylene 25 per cent, 
oxygen 75 per cent, from a MeKesson gas 
machine. <A violent explosion took place. It 
was loud enough to be heard throughout the 
building, which was a four-storied one. The 
face and neck of the patient became greatly 
swollen with interstitial emphysema. She 


coughed up large quantities of frothy bluod and 


became unconscious. After half an hour the 
child was extracted dead, by means of forceps. 
The mother died fifty minutes after the ex- 
plesion. 


At the autopsy multiple laceraticns of the 
trachea, large bronchi, and lungs were found. 


In the breathing tube of the gas apparatus 
there was a streak of charred rubber about 1/16 


of an inch wide, extending from one end to the 
other. 

Since this accident Dr. Peterson has given up 
the use of ethylene, because he considers it im- 
possible to guard against all sources of danger. 
He thinks ether too dangerous when ad- 
ministered by a gas oxygen machine. When he 
uses ether it is from an open mask. 

W. B. HOWELL 
Rectal Anesthesia with Tribromethylalcohol. 

Gulliman, Joseph, Ann. Surg. 90: 407, 1929. 

Avertin, or tribromethylaleohol, has been used 
in Europe in more than one hundred thousand 
operations with marked success. It is not, as yet, 
on the market in America, but will soon be so. 
It is given per rectum. Before injecting a solu- 
tion of avertin it is important to test it for a 
decomposition product, dibromacetaldehyde, 
which is very irritating to the bowel. <Anes- 
thesia is induced rapidly and without excite- 
ment. Recovery resembles the awakening from 
normal sleep. Blood pressure is little affected. 
Avertin is given in 3 per cent solution in water. 
the dose varies from 0.1 gram to 0.15 gram per 
kilo of body weight in adults. 

Anesthesia lasts about three hours but may be 
shortened by emptying the bowel. No head- 
ache, nausea, vomiting, or respiratory complica- 
tions follow. This form of anesthesia has been 
used in every kind of surgical operation and for 
patients of all ages. Some additional anesthetic 
has to be administered in a certain number of 
cases. 

The writer quotes Nehrkorn who used avertin 
in one hundred and eighty cases, the youngest 
an infant of two months. Five of the cases 
which required a supplementary dose of an- 
other anesthetic developed lung complications. 

W. B. HowELL 


Obituaries 


Dr. George Acheson. The death of George 
Acheson, V.D., M.A., M.B., formerly of St. Martins, 
N.B., was announced on November 26th. Dr. Acheson 
had been in ill health for some time, suffering from 
pernicious anemia, and had been forced to give up 
his practice. He had returned to Ontario and died 
in the Hamilton General Hospital. 


Dr. R. Chevrier. Collapsing after undergoing a 
dental operation, Dr. Raoul Chevrier, aged forty-two, 
a well-known surgeon, died at his home in Hull, 
Quebec, on November 15th. The operation was for 
the extraction of teeth. Dr. Chevrier came through 
the anesthetic successfully, only to collapse five 
minutes later. 


Dr. I. M. Cleghorn died on November 14th at his 
home in Baldur, Man., where he had practised for 
thirty-five years. Born in Moffat, Scotland, in 1863, 
he removed to Canada at the age of four with his 
family, and settled near Wingham, Ont. As a youth 
he moved to Manitoba and in 1894 graduated from 
Manitoba Medical College. Subsequently, he took post- 


graduate work in New York. In 1927 he was elected 
to the Manitoba Legislature as a member of the 
Liberal party. During his term as a legislator he dis- 
played a lively interest in problems of public health 
and education. He is survived by his widow and two 
sons, Ronald, and Dr. Murray Cleghorn, who also 
practised in Baldur. 


Dr. W. A. Dafoe, who for fifty years has been 
prominent in medicine in Hastings County, died in 
Toronto on November 2nd. Dr. Dafoe was a gold 
medallist at Trinity University and became a prac- 
titioner of Madoc in 1879, retiring only last July, 
when he took up his residence in Toronto. Two sons 
are following in his profession: Dr. A. R. Dafoe, of 
Callandar, and Dr. W. A. Dafoe, of Toronto. 

Dr. Matthew Edward Grimshaw, L.R.C.P., L.R.C.S. 
(Ed.), died suddenly recently at his home at Fairview, 
in the Peace River District. He was born at Kings- 
ton, Ontario, in 1882, and was educated at the 
Kingston High School. He graduated in medicine from 
Queen’s University in 1906, and spent 1907 and 1908 
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in London and Edinburgh in post-graduate work. He 
had practised in Alberta since 1912. Dr. Grimshaw 
was one of the pioneer physicians in the Peace River 
country where he was very highly thought of and 
enjoyed a wide practice. He was a public spirited 
citizen and had held many important offices. He 
leaves a wife and two children. 


Dr. S. Johnston, of Vanceboro, Maine, was killed, 
in an accident involving his automobile and a railway 
train, on December 2nd, near St. Stephen. Dr. John- 
ston’s daughter was killed at the same time. Dr. 
Johnston, though located in Maine, included a portion 
of the neighbouring Province of New Brunswick in his 
practice. The town of McAdam was in this area. Dr. 
Johnston had many close friends in the medical pro- 
fession of the Canadian province and he will be missed 
more than ordinarily in the territory which he served. 


Dr. G. W. Jolicoeur, coroner of the Quebec dis- 
trict, died on November 28th, aged seventy, at Quebec 
City, after a lengthy illness. Dr. Jolicoeur was born 
in Quebee and became a physician at the age of 
twenty-four. He was appointed district coroner a 
quarter of a century ago, after practising his pro- 
fession for many years in St. Sauveur ward. 


Dr. J. T. Lewis, of Hillsboro, died on October 2, 
1929. Dr. Lewis was born in Hillsboro in 1867, was 
educated at Mount Allison University and McGill 
University, graduating from the latter in 1894. He 
practised in Lowell, Mass., for a few years and for the 
last thirty years in his native village of Hillsboro. 
During the great war Dr. Lewis served in the 


Canadian Army Medical Corp and was attached to the . 


second Canadian Army Auxiliary Company. Dr. 
Lewis was one of the really veteran physicians in 
New Brunswick. He made many close friends, and in 
the County of Albert, in his professional contacts, he 
was most highly regarded. 


Dr. Edwin MacLean died at Truro, Nova Scotia, 
on November 10th, after a protracted illness. He 
graduated at Bellevue in 1887, and after several years 
in practice, first at Musquodoboit Harbour and later 
at Shubenacadie, located at Truro in 1912. Here he 
quickly built up a large practice. He went overseas 
as Medical Officer of the 193rd Battalion, Nova Scotia 
Highlanders, and served with distinction until de- 
mobilization. War service undermined a robust con- 
stitution, but he was able to continue at his work until 
about a year ago. Dr. MacLean’s happy disposition, 
genial manner, and professional attainments made him 
a general favourite, and his demise is greatly mourned. 


Dr. John Macdonald, of Sydney, died on December 
4th after a brief illness resulting from a septic infec- 
tion. Shortly after graduating at Dalhousie Univer- 
sity in 1907, Dr. Macdonald took up practice at Sydney, 
where his sterling qualities soon obtained general 
recognition. His professional career was characterized 
by the success merited by a keen appreciation of 
obligation to his clientéle. He served for some time as 
president of the Conservative Association of Cape 
Breton South, and as a representative of the Medical 


A NEw THEORY OF THP PERIL OF SuRF BATHING.— 
A hitherto unsuspected peril of surf bathing, is due to 
the fact that water when churned up loses its buoyancy 
on account of the air bubbles. A surf bather, although 
a good swimmer, is almost powerless when caught in an 
eddy or overcome by a large wave in aerated water. Dr. 
John S. Owens, consulting ‘engineer, who is believed to 
be the first man to point out this loss of buoyancy in 
aerated water, says in the press: ‘‘I believe that the 


organizations, 


Society of Nova Scotia on the Provincial Medical 
Board. He was also identified with several other 
His death at so early an age is a 
greatly regretted loss to the Nova Scotia profession 
and to the community which he served with much 
eredit and ability. 


Dr. Charles Inglis Margeson, a graduate of 
Harvard Medical School (1869), passed away at the 
home of his daughter, Mrs. A. W. Davison, in Van- 
couver, on December 2nd, at the age of 83. The late 
Dr. Margeson was born in Nova Scotia, and practised 
in that province for thirty-nine years, before coming 
to British Columbia in 1909. Subsequent to that he 
was surgeon on the boats plying to the Orient and to 
Australia, for some years. He is survived by his wife, 
one daughter, and four sons. 


Dr. George Wilbert McKeen died at Halifax on 
November 13th. He graduated in Arts at Dalhousie 
in 1892, and in Medicine at Harvard in 1896. For the 
two years subsequent to graduation he pursued medical 
studies in London and Paris. On the outbreak of the 
war he at once enlisted for service, and crossed with 
the first contingent. He held several important posts 
overseas, and returned shortly before the armistice to 
be attached to the staff of the A.D.M.S. of M.D.6. 
For a few years following demobilization he practised 
in Newfoundland, when failing health decided him to 
return to his native Baddeek. Last winter he went 
to the south in the hope that health would improve, 
but in this he was disappointed. He then came to 
Halifax, where he remained under medical care until 
the end came. Dr. MeKeen was characterized by 
social gifts which endeared him to a very large circle 
of friends, 


Dr. J. W. Miller. In the death of Dr. John 
William Miller, which occurred at Canning late in 
November, the Nova Scotia profession lost a much 
respected member. Dr. Miller graduated at the Uni- 
versity of New York in 1885. Quiet and unassuming 
in manner, and devoted to his professional work, he 
was much loved in the constituency he served faith- 
fully and well over a long term of years. 


Dr. Richard Gerald Pennefather died at Holland, 
Man., on Nov. 13th, after a long illness. He graduated 
from Manitoba Medical College in 1892 and practised 
for many years in Holland. He was sixty-seven years 
of age. The funeral service was held at the Masonic 
Temple, Winnipeg, on November 15th. 


Dr. Samuel Stewart died at Thamesville, on Octo- 
ber 27th, in his seventieth year. A graduate of the 
Toronto School of Medicine in 1884, he began practice 
at Wallaceburg, going later to Thamesville. 


Dr. Isaie Sylvestre, known as the oldest practising 
physician in the Dominion, died at Sorel, November 
15th. He was born at St. Barthelemi, Quebec, in 
1846, and was admitted to practise in 1867. He prac- 
tised at St. Jude’s until 1872, when he came to Sorel, 
and lived there ever since. 


reason why no one has been able to swim the rapids 
below Niagara Falls is that the water is churned up 


like surf. If you look into the rapids from above you 
will see that the water is full of air bubbles. There 


is very little difference between the specific gravity of 
the human body and water. If the density of the water 
is reduced, as it would be by the pressure of air, the 
body would sink.’’ 
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British College of Obstetricians and Gynecologists 

The Board of Trade has approved the scheme sub- 
mitted for its approval last March, and on September 
13th the incorporation of the British College of Ob- 
stetricians and Gynecologists was completed and with it 
the inauguration of a movement for the advance of the 
twin sciences of obstetrics and gynecology which should 
turn to great good. Chief among its objects is the design 
to increase the prestige of this branch of medicine, to 
provide a better training and a severer test for medical 
students in these subjects, along with fuller opportunities 
for learning them. 

Of special interest are those clauses in the Memor- 
andum of Association which deal with the functions of 
the College in relation to the examination of candidates 
for admission to the Medical Register and the granting 
of special diplomas. According to these clauses the 
College will, if invited, by the authorized teaching and 
examining bodies, co-operate in the examination of 
candidates for admission to the Medical Register. 
Furthermore, it may, either alone or in co-operation with 
authorized teaching and examining bodies, grant to 
registered medical practitioners diplomas or other 
equivalent recognition of special knowledge in obstetrics 
and gynecology. Diplomas granted independently by 
the College, however will not of themselves confer any 
legal qualification to practise, and will embody a state- 
ment to the effect that they have been issued by the 
authority of the College only. If and so long as the 
College on the joint invitation of the Royal College of 
Physicians of London and the Royal College of Surgeons 
of England, co-operates with them in holding an ex- 
amination and granting a diploma in obstetrics and 
gynecology, it will not independently grant a diploma or 
other equivalent recognition of special knowledge in 
these subjects, though this provision will not debar it 
from holding joint examinations and granting joint 
diplomas with any other authorized teaching or examin- 
ing body. 

Proceeding to the election of officers, Prof. Blair 
Bell was chosen president, Prof. Munro Kerr vice- 
president, Dr. Comyus Berkeley (London) treasurer, 
Prof. W. Fletcher Shaw (Manchester) and Dr. H. Russell 
Andrews (London) secretaries. Sir Francis Champneys 
was appointed vice-patron of the College in recognition 
of his service to obstetrics and gynecology, and especially 
to the College during the process of its formation. 
Finally, the following were elected members of the 
Executive Committee—viz., Prof. Blair Bell, Dr. Comyns 
Berkeley, Prof. Munro Kerr, Mr. Rivett, and Prof. 
Fletcher Shaw. 


London School of Hygiene and Tropical Medicine 
(University of London) 


At the annual meeting of the Court of Governors 
of the London School of Hygiene and Tropical Medicine 
held on November 28th in the Lecture Theatre of the 
new school building in Gower Street, the Board of 
Management of the School, whose Chairman is Lord 
Melchett, presented their fifth annual report. Sir 
Holburt Waring was in the chair. 

In the year under review, ended July 31,1929, the 
new home of the school, its equipment, and the develop- 
ment of its organization advanced steadily towards 
completion. On July 18th the Prince of Wales formaily 
opened the new building, which His Royal Highness 
described as a notable addition to the homes of learning 
in London. 

Special reference was made in the report to the new 
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course of study designed to prepare candidates for the 
examination for the Diplomas in Public Health, and 
especially the new academic Diploma instituted this 
year by the University of London. This course is 
planned in a broad, practical spirit, and gives promise 
of a great advance on anything which has hitherto been 
systematically attempted with regard to public health 
teaching. Two large centres of public health adminis- 
tration have been secured as demonstration areas, an 
advisory committee of experts of the first standing in the 
Public Health Service appointed, and a scheme of 
special lectures arranged to be given by men and women 
eminent in their subjects; the course also provides for 
visits to works, factories, slum areas, garden cities, 
schools, and other institutions. 

The courses of study in tropical medicine and 
hygiene are maintained at a high level, and include a 
special short course in hygiene for business or pro- 
fessional men and women proceeding to the tropics. 





Hospital Service for All 


If every wage-earner was to contribute 3d a week 
to the Hospital Saving Association, it would not only 
entitle himself, his wife, and dependent children to free 
hospital treatment, without any questions being asked as 
to his means, but it would place our voluntary hospitals 
on a sound basis, and render them able to carry on their 
work unfettered by financial worries. 

More than 400,000 workers are already enrolled in 
the movement, but the number is not nearly enough. 
Consequently, in an endeavour to secure more members, 
a propaganda film is being exhibited, entitled ‘‘A 
Hundred Years of Progress.’’ 

It depicts a street accident 100 years ago. A man 
has been run over by a coach. With much jolting and 
delay he is brought to the shop of the apothecary, who 
renders what aid he can—on a hard horsehair sofa. We 
are mercifully spared details until the patient is shown 
paying, from his slender purse, for the services he has 
received. 

The film then illustrates an accident of to-day. 
Motor traffic has claimed a victim, and, with scarcely a 
moment’s delay police, telephone, ambulance, and _ hos- 
pital are all at work in perfect unison. Every possible 
aid is almost immediately available. 

The hospitals are finding it increasingly hard to 
make both ends meet, and the film brings their need 
vividly home. Since February, 1928, it has been ex- 
hibited almost daily, and it is estimated that it has 
brought in something like 100,000 regular contributors 
to the movement. 


Five Years of the Voluntary Hospitals 


A review of the work and finance of the London 
hospitals in the last five years has been issued by King 
Edward’s Hospital Fund.’ The review is concerned with 
the figures of 136 hospitals, and has been prepared under 
the direction of the Fund’s hospital economy committee. 
It shows that at the end of 1928 these hospitals con- 
tained 15,640 beds, or 1,600 more than when the Volun- 
tary Hospitals Commission made its inquiry in 1924. 
Income increased from £3,267,000 in 1927 to £3,424,000 
in 1928, of which £1,323,000 in the latter year came from 
subscriptions, donations, and legacies, and £847,000 in 
contributions from the patients themselves. In addition 
the amounts for endowment and building came to 
£978,000. The total received during 1928 for all direct 
hospital purposes was £4,402,000. The compilers of the 
review may well deny, as they expressly do, that the 
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voluntary hospitals are fighting a losing battle. They 


point to their statistics as proof that the very opposite 
is the truth; and from the same source they draw the 
conclusion, that, so far as London is concerned, the com- 
munity is ready to support in ever-increasing measure 
what has been described as ‘‘our unique heritage.’’ 


Treloar Cripples’ Hospital 


Lord Ampthill, Pro-Grand Master of the United 
Grand Lodge of England. last week, with masonic 
ceremony, laid the foundation-stone of the new ward 
of the Lord Mayor Treloar Cripples’ Hospital and 
College at Alton, Hants. The new buildings will replace 
the present worn-out wooden huts; they will accom- 
modate 355 crippled children besides 50 crippled boys 
who are being trained in the college, and will cost 
£100,000. Last week, also, the coming-of-age dinner of 
the hospital took place at the Mansion House, under the 
presidency of the Lord Mayor. It was then stated that 
since 1908 the hospital had dealt with 5,000 children, 95 
per cent of them successfully. 


For Valour 

The armistice was signed ten years ago and the 
entrance upon a second decade was marked by the action 
of the Prince of Wales in presiding over a dinner to 
V.C.’s given in the Royal Gallery of the House of Lords 
on November 9th. The dinner was organized by the 
British Legion and 321 of the holders of the Victoria 
Cross, representing all parts of the British Empire and 
all levels of social rank, met, having the common dis- 
tinction of proven valour and the common desire to assist 
the ex-Service men in need, and to help the widows and 
dependents of those who gave their lives in the Great 
War. The distinction was instituted at the close of the 
Crimean War, and there are alive some 400 holders of 
the Victoria Cross. Of these 321 were present at the 
dinner, a high proportion indeed when the difficulties 
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The annual meeting of the Halifax Children’s 
Hospital was held on November 12th. The reports 
showed the busiest year in the history of the institution. 
The erection of a nurses’ residence is planned for the 
coming year. This will release sufficient space in the 
hospital to provide for 25 additional beds. Miss Carson, 
the superintendent, is to retire at the end of November, 
and is to be succeeded by Miss Winslow, of Lindsay, 
Ontario. Miss Carson’s resignation is greatly regretted. 

On November 13th, the Halifax Branch of the 
Medical Society of Nova Scotia held a clinical meeting 
at the Victoria General Hospital. Members of the 
surgical staff presented a number of very interesting 
eases. A lively discussion followed. After the meeting 
the society were entertained at a delightful supper by 
Mr. W. W. Kenney, the Superintendent of the hospital. 
The meeting of November 27th was held at the Dalhousie 
Clinic. Following the showing of the Canadian Medical 
Association film illustrating the periodic examinations, 
Prof. E. W. H. Cruickshank, of the Dalhousie faculty, 
gave an exceedingly interesting résumé of recent experi- 
mental work in connection with the coronary circulation, 
in which Dr. Cruickshank has had a large share. A 
paper summarizing Dr. Cruickshank’s address will 
appear in a future issue of the Journal. 


It is the plan of the Nova Scotia Pharmaceutical 
Society to erect a tablet commemorative of Louis Hebert, 
who is believed to be the first apothecary to establish 
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of travel over the distances of the Empire are re- 
membered, and the possible age and infirmity of some 
of the veteran wearers of, in the graceful words of the 
Prince of Wales, this Most Enviable Order. In words 
that will be long remembered, the Prince also charac- 
terized it as at once ‘‘the most democratic and the most 
exclusive of the orders of chivalry.’’ Enrolled in the 
Order are 14 medical men, of whom the following were 
present at the dinner: Major W. B. Allen, R.A.M.C., 
Colonel J. Crimmin, I.M.S., Captain B. Hutcheson, C. 
A.M.C., Colonel E. T. Inkson, R.A.M.C., Lieut.-Colonel 
F. S. Le Quesne, R.A.M.C., Major-General Sir Owen 
Lloyd, E.P., Lieut.-Colonel J. H. Reynolds, R.A.M.C., 
Corporal J. J. Farmer, Army Hospital Corps, was also 
present. Major F. A. C. Scrimger, of Montreal, was 
unable to attend. 


Biography of Sir Clifford Allbutt 


Sir Humphry Rolleston has done the biography of 
Sir Clifford Allbutt, at the wish of Lady Allbutt. He 
says he has made it a ‘‘short life of a great person- 
ality,’’? remembering that it is ‘‘as difficult to write as 
to live a good life.’’ The book, which Macmillan an- 
nounces, covers Sir Clifford Allbutt’s life in three 
divisions. His early days and education make one; his 
career as a doctor in Leeds, another; and his thirty-two 
years as Regius Professor of Physic at Cambridge, the 
third. 


Royal College of Physicians of Edinburgh 


The annual meeting of the Royal College of Physi- 
cians was held on December 5th. Sir Norman Walker 
was elected President, Dr. Robert A. Fleming was 
nominated Vice-President, and the following were elected 
Members of Cowncil for the ensuing year: Dr. G. Lovell 
Gulland, C.M.G., Dr. John Orr, Dr. Wm. Fordyce, Dr. 
Edwin Bramwell and Dr. Fergus Hewat. 


SCOTIA 


himself in Canada. Hebert accompanied DeMont’s ex- 
pedition which touched at Port Royal in 1604, and 
returned there in the following year, after a disastrous 
winter at St. Croix, to establish a colony. At Port 
Royal, and later at Quebec, where he met a tragic 
death, Hebert played an important part in the life of 
the community. The tablet is to be erected at Annapolis 
Royal, as the site of DeMont’s settlement is now named, 
and it is proposed that it will be unveiled on the 
oceasion of a visit by the Canadian Pharmaceutical 
Association, which is to hold its annual meeting at 
Halifax next summer. 


Two deaths, one following within twenty-four hours 
of the other, occurred recently at the Victoria General 
Hospital, Halifax, after the induction of anesthesia. 
Although minor operations were contemplated in each 
case, it was felt that a general anesthetic was advisable. 
In both cases the anesthetic was gas-oxygen. In the 
case of a seemingly robust man death occurred just as 
the skin was being incised. The other patient, a woman 
in very poor condition, died as an exploratory needle was 
being introduced. An investigation failed to reveal the 
cause of either death. Different anesthetists were con- 
cerned, and both were experienced and capable. The 
anesthetic was examined chemically and physiologically 
and found to be quite all right. Seemingly, both deaths 
must be numbered amongst the occasional inexplicable 
tragedies of the operating room. 
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The laying of the corner stone for the first unit of 
the Nova Scotia Training School for the Feeble Minded 
was made the occasion for a ceremony of much interest. 
The Medical Society of Nova Scotia has been urging 
the erection of such an institution for several years, and 
several members of the profession have been actively 
identified with the efforts made to create public and 
offcial interest in the undertaking. The site of the 
School is at Brookside, a short distance from Truro, in 
a good agricultural district, and as nearly central as 
could be from the transportation viewpoint. The govern- 
ment has wisely decided to begin in a comparatively 
modest way, so that the plans for the completed institu- 
tion ean be modified as experience may suggest. The 
corner stone was laid by His Honour the Lieutenant- 
Governor, on November 6th. The Honourable W. L. 
Hall, Attorney-General of the province, spoke of the 
steps which had been taken and of the plans for the 
future. Dr. 8S. H. Prince, president of the Nova Scotia 
Society for Mental Hygiene, made the principal address, 
in the course of which he said: ‘‘ We are here to found 
a kingdom—a kingdom dedicated to eternal childhood, 
to tha men and women children who never grow up, who 
never come of age, the most misunderstood and most 
neglected of mankind.’’ The unit under construction 
is to include two dormitory buildings, one for girls and 
one for boys. 





It will be of much interest to members of the 
profession throughout Canada to learn that Dr. George H. 
Murphy, of Halifax, has been selected as a member of 
the provincial government, without portfolio. He will 
be the government candidate in an election to fill a 
vacancy caused by the recent death of a representative 
of Halifax county. Medical men have been prominent 
in the political affairs of Halifax county of late. 
Shortly before the announcement of Honourable Dr. 
Murphy’s appointment, Dr. T. I. Byrne resigned the 
presidency of the Halifax County Liberal Association 
and announced that he will henceforth support the 
provincial government. The president of the Halifax 
County Conservative Association is Dr. W. D. Forrest, 
and the president of the Halifax Young Men’s Liberal 
Club is Dr. H. H. Corbin. 


The New Brunswick Medical Society is attempting 
an experiment by publishing a small pamphlet called 
the ‘‘ Medical Reporter.’’ The first issue called forth 
much favourable comment, and some criticism of a 
constructive nature. The first issue was circulated 
throughout the neighbouring State of Maine, as an 
intimation that an invitation would shortly go forward 
to the Maine medical profession to meet with the 
New Brunswick Medical Society in a joint session next 
June at St. Andrews, N.B. The New Brunswick Medi- 
cal society is making a special effort to make this 
meeting an outstanding one, as they will celebrate, 
at this time, their fiftieth anniversary. The program 
is already well in hand and some notable speakers 
have been secured for this occasion. 


« 





New Brunswick representatives to the Convention 
of Medical Services held in Ottawa were: Drs. E. 
Clowes Van Wart and Dr. C. J. Venoit. They report 
much work of a valuable nature being done, their 
report containing news of special importance to the 
port cities of the Maritimes, in relation to the treat- 
ment of sailors. 
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Several of the MHalifax hospitals have recently 
graduated classes of nurses. On November 27th a class 
of five received the diploma of the Halifax Infirmary. 
On this occasion Hon. Dr. George H. Murphy gave 
the principal address, while suitable remarks were made 
by Drs. E. V. Hogan and J. G. MacDougall. Following 
the exercises came a very enjoyable dance at the club 
house of the Knights of Columbus. On the following 
evening, eleven young ladies and three young men were 
awarded the diploma of the Victoria General Hospital. 
The address to the graduates was delivered by Dr. H. B. 
Atlee. Adjournment was then made to the Lord Nelson 
Hotel for a most pleasant social function. On Decem- 
ber 4th, exercises were held at the Grace Maternity 
Hospital, when Dr. J. G. D. Campbell addressed four 
young ladies who were the recipients of diplomas. 





The fifty-seventh annual meeting of the Provincial 
Medical Board of Nova Scotia was held on November 
8th. Satisfactory reports on the year’s work were 
presented. Drs. John G. MacDougall and W. H. Hattie 
were re-elected President and Registrar respectively. 





Dr. A. E. Doull, Jr., has been appointed to the 
medical staffs of the Halifax Children’s Hospital and 
the Dalhousie Clinic. 





Dr. H. L. Scammell has resigned his position as 
senior resident physician at the Victoria General 
Hospital, and has accepted a position on the hospital 
standardization staff of the American College of 
Surgeons. 

The Aberdeen Hospital, New Glasgow, completed 
another year of activity on September 30th. The 
number of patients admitted was the largest in the 
history of the institution. There were 218 admissions 
to the maternity department. The financial statement 
showed a substantial surplus. 








Dr. E. Kirk Maclellan, who was one of the coaches 
of the Dalhousie football team this year, is being 
congratulated on the success of his team, which won 
the Halifax league trophy for 1929, and also won every 
game played with teams other than those comprising 
the league. W. H. Hattis 


Dr. W. F. Roberts, of Saint John, has been elected 
President of the Kiwanis Club for 1930. 





Dr. H. S. Wright, of Fredericton, has commenced 
a series of lectures on First Aid before the Gyro Club 
of. Fredericton. 





Dr. T. B. Frazer, of Hatfield’s Pt., is being con- 
gratulated by the medical men of New Brunswick on 
the fact that his son Don. has been appointed the 
New Brunswick Rhodes Scholar for 1930. 





Dr. F. X. Comeau, of Caraquet, has been visiting 
his son, Dr. O. Comeau, in Fairville. Dr. Comeau, Sr., 
has been in poor health fof some time. It is hoped 
that his recovery will be speedy. 





Dr. D. R. MeDonald, lately of Halifax and Cape 
Breton, has begun practice in Petitcodiac, taking over- 
the practice previously carried on by Dr. W. A. Pullins. 


A. STANLEY KIRKLAND 
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QUEBEC 


The organization of a provincial service of mental 
hygiene for the schools is well under way, and when 
completed will cover the whole province, beginning 
with the city of Montreal. According to present 
plans, all pupils in the schools of the province will be 
examined by medical experts on mental diseases, and, 
when found mentally affected will be sent to appro- 
priate institutions to be attended to until cured. 
Other children, not gravely affected, will be placed in 
auxiliary classes, where their tuition will not retard 
the progress of the other pupils. This service has 
long been asked for by the educationists of this 
province, because mentally affected children and 
laggards generally have always been a_ serious 
problem for the school authorities. In Montreal, the 
new mental inspection service, will be under the 
direction of Dr. Seraphin Boucher, Superintendent of 
the Municipal Hygiene Department, as regards the 
medical part of the inspection, and of Victor Doré, 
president of the Catholic School Board, as regards the 
pedagogic part. When fully organized in Montreal 
the new inspection service will be extended to all 
other municipalities of the province, under the direc- 
tion of Dr. L. A. Desloges, Director of the Mental 
Diseases Department, Provincial Bureau of Hygiene. 


Arrangements are being made to re-open St. 
Mary’s Hospital, which has been closed for some 
time. There is every probability that, as a result of 
re-adjustments that have been made by the officers, 
the hospital will be in working order by the middle of 
December. 


Work has just started on an extensive addition to 
the Children’s Memorial Hospital on Cedar Avenue, 
which will approximately double the capacity of the 
present building. The extension will take the form of 
a central tower, adjoining the existing hospital on the 
east, and a wing on the other side of the tower, 
balancing the present wing. The whole structure will 
thus take the form, in plan, of an are of a circle, with 
the centre of the circle towards the south. The addi- 
tion designed by H. W. Davis, architect, will accom- 
modate fifty more patients and forty more nurses, and 
will consist of a ground floor, two floors of wards, 
and two floors for nurses. The building will be of 
fireproof concrete construction faced with Descham- 
bault stone and Scotch firebrick at a structural cost 
of about $250,000. The addition will be 170 feet long 
over all, with an average width of forty feet. Purdy 
and Henderson, the general contractors, expect the 
work to be finished next summer. 


Legislation making it a criminal offence to 
embalm the corpse of any man or woman in Canada 
until eight hours after actual death will probably be 
introduced at the coming session of Parliament. Dr. 
J. J. Guérin, Liberal member for St. Ann’s has given 
official intimation of his intention to present a bill to 
this effect for the approval of Parliament. While Dr. 
Guérin is in Montreal, it is understood that this pro- 
posal is to guard against the possibility of the em- 
balming of the body of a person who may appear to 
be dead, but who may actually have the last spark of 
life killed by the embalming. 


In 1941 the Hospital for Crippled Children may 
benefit to the extent of $100,000 through the will of 
the late Albert William Atwater, K.C., filed for probate 
in the Superior Court. The late Mr. Atwater died at 
Intra, Italy, on November 2nd and was buried in 
Montreal. By the terms of his will he sets aside 


$100,000, which is to be invested preferably in bonds 
of the Dominion of Canada or the Province of Quebec, 
and the income handed to Mrs. Gordon Farquharson 
of Paris, France, until she dies or remarries. If she 
is not living in 1941 the money reverts to his widow 
and upon the death of Mrs. Atwater to the Hospital 
for Crippled Children. 


At the last meeting of the Industrial Medical 
Association held on November 26th in the Auditorium 
of the new Bell Telephone Building, Beaver Hall Hill, 
the subject of infection of the hand was considered. 
Dr. L. H. McKim gave an address on the subject, and 
a three reel motion picture, prepared under the direc- 
tion of Dr. Kanavel, was shown. 


Another campaign to improve the hospital con- 
ditions in the city is soon to be launched and this 
time it will be in favour of the Montreal Chinese 
Hospital, which has been in existence for several 
years. It was announced at the meeting by officials 
of the institution that the campaign will open at 
December and all donations and cheques for the de- 
velopment of hospital work among Montreal Chinese 
will be gratefully received at 112 Lagauchetiere Street 
West. 


“The city of Quebec is making a grant of $100,000 
to the Hétel Dieu of Quebec City, payable in 10 annual 
payments. Improvements estimated at between $600,- 
000 and $700,000 are planned for the institution, which 
recently gave the city part of its land in order to 
widen Palace Hill, and thus help to relieve traffic 
congestion. A special loan will be made by the city 
for the purpose of giving the community the money, 
and this loan will be submitted to the Legislature for 
ratification during the course of the coming session. 


The Federation of Jewish Philanthropies will open 
its new Mount Sinai Sanitarium which is non-sectarian 
at Ste. Agathe in the early spring. It will represent 
the last word in a building equipped to care for tuber- 
culous patients. The new fireproof building which 
will accommodate 100 patients, is being erected at a 
cost of $250,000 and the money will have to be paid 
over a term of years out of the Federation’s funds. 


The foundation work of the new buildings at the 
University of Montreal is practically completed, and 
it is understood that tenders for the buildings will be 
asked on or about December 15th, according to a 
statement of Mgr. J. V. C. Piette, Vice-chancellor and 
Rector of the institution. The contracts, which will 
total from five to six million dollars, will be carefully 
considered by the board of administration, before being 
announced, and the work on the buildings will not be 
started before spring. The first building to be con- 
structed will be the hospital, attached to the faculty 
of medicine, for which a subsidy will be received from 
the Rockefeller Foundation. 


The city of Sorel, with a rate of 315.8 had the 
highest infant mortality rate of any city or town in 
the Province of Quebec, for the month of August. 
Six cities and towns turned in a clean shect as regards 
infantile mortality during the month, these being 


Outremont, Westmount, Sherbrooke, 


Drummondville, 
Montmagny and Rimouski. 


Owing to the generosity of certain friends of the 
Royal Victoria Hospital a supply of radium valued at 
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$25,000 has lately been secured. This has been placed 
in the charge of Dr. A. H. Pirie, Director of the De- 
partment of Roentgenology, who will co-operate with 
the heads of the Departments of General Medicine, 
Surgery, Ophthalmology, Oto-Laryngology and Dermat- 
ology in the treatment of patients by radium. 

The radium service in the Royal Victoria Hospital 
is being organized so that adequate protection will be 
ensured for both patients and operators and a custo- 
dian has been appointed who will be directly re- 
sponsible for the issuing of all radium. Also, a 
follow-up system is being introduced so that every 
patient treated will be re-examined at intervals. 

This gift follows closely on the announcement 
from London of new advances made in the treatment 
of cancer with radium and, as its therapeutic value 
has of late years come to be more clearly recognized, 
it affords the medical staff of the hospital a greater 
opportunity for successful treatment by which the 
patients will benefit. 


There have been 676 more cases of contagious 
diseases in Montreal to the end of October than there 
has been in the similar ten months’ period of 1928, 
according to the report of Dr. S. Boucher, City 
Director of Public Health. On the other hand, infant 
mortality has decreased by 174 in the same period, 
and the ratio of deaths among children less than two 
years of age has lessened by 15 for every thousand 
of births. Deaths from all causes have decreased by 
14 in the past two months alone. There were 1,685 
deaths in the 1929 period, as against 1,699 in the same 
length of time in 1928. Births for the two-months’ 
period of September and October reached 1,750, as 
compared with 1,690 in 1928, an increase of 60. The 
report starts with a preamble outlining the work done 
by the Child Hygiene section of the department, under 
the direction of Dr. A. Groulx. School premises are 
also subject to strict inspection, while a special com- 
mission on mental hygiene has been in operation since 


early this fall. There are 31 baby clinics in all the 
city. The city also inspects all boarding houses where 
children are kept. Baby camps are utilized by the 
city in summer. The clinics are also centres for the 
vaccination and immunization of children against 
smallpox and diphtheria. 


That McGill University has not been forgotten 
by the 250 European physiologists who visited the 
university following the 13th International Congress 
of Physiology, held at Boston last summer, was in- 
dicated in a letter received from four professors at the 
German University at Praha, Czechoslovakia. The text 
of the letter, written in English, reads: ‘‘ Returned 
at home to our scientific duty, we still preserve the 
deep impression made upon us by the unique sojourn 
which we passed: on the occasion of the 13th Inter- 
national Congress of Physiology. We desire to express 
our feelings and beg you to accept this very modest 
acknowledgement of our gratitude, simultaneously 
with our best wishes for the prosperity and the glory 
of your university.’’ The letter was signed by Dr. 
A. I. Tscherman-Seysenegg, Dr. E. Starkenstein, Dr. F. 
Hanrowitz, and Dr. S. Hermann. Numerous letters 
have been received by members of the staff of the 
university expressing appreciation of MeGill’s hos- 
pitality on the occasion of the visit of the group of 
eminent European scientists. 


Dr. A. G. Morphy, Montreal, announces that, owing 
to delay in the completion of alterations to the houses 
and improvements on the estate, Lovat Hall, Lancaster, 
Ontario, will not be ready to receive patients before 
the second week in January, 1930. A formal opening 
will be held about this time. 

Lovat Hall will be a very desirable acquisition to 
the hospital resources of Eastern Canada in providing 
for nervous and incipient mental cases and econ- 
valescents. GEORGE HALL 


MANITOBA 


At the annual meeting of the Union of Manitoba 
Municipalities, held in Winnipeg recently, a St. Boni- 
face delegate, Mr. Arthur McFadyen, said that St. 
Boniface Hospital offered to build a $500,000 institu- 
tion for the treatment of tuberculosis patients on the 
same basis as Ninette Sanatorium. Dr. D. A. Stewart, 
Superintendent of the Manitoba Sanatorium, Ninette, 
told the delegates that his present view was that the 
offer should be accepted. The beds which had been 
offered would meet an urgent need, and supply 
facilities for the fight against tuberculosis quicker 
than they could ordinarily be expected otherwise. 
Hon. Dr. E. W. Montgomery, Minister of Health and 
Public Welfare, made an appeal for liberal support 
for a full time health service in rural districts. 

Of Canada’s last annual bill for medical and hos- 
pital service, Dr. Montgomery said, Manitoba’s share 
had been $20,000,000, which could be materially re- 
duced through an efficient public health service. 
Disease hazards were subject to control even to a 
greater extent than fire hazards, particularly with 
respect to those of earlier periods of life where many 
deaths were due to communicable diseases. 

Contrasting the lower mortality rates in Winnipeg 
with the higher figures in rural sections, the ex- 
planation, Dr. Montgomery said, was largely financial. 
The city of Winnipeg spent one dollar per capita per 
year for public health service, as compared with 15 
cents spent by rural Manitoba. For education, 
Manitoba spent $15.00 per capita per year, of which 


the province provided $3.00, while corresponding ex- 
penditures for public health services were 60c. of 
which the province furnished 29 cents. 

Indicating that the government would extend the 
full time health services, Dr. Montgomery said that, 
while it was largely an experiment in Manitoba, the 
benefits of the plan had been proved in those countries 
where it had been tested. During the past two months 
Dr. T. A. Pincock, Deputy Minister of Public Health, 
had been investigating the results obtained in full 
time health areas in the United States. Dr. Mont- 
gomery gave figures indicating the drop in mortality 
rates in districts where there had been a full time 
health service. 

Manitoba, he said, now spent $190,000 per year 
on public health service. The objective was to bring 
the death rate from communicable disease to its abso- 
lute minimum, and place the general health service in 
Manitoba generally on the same basis as it was mm 
Winnipeg. 

The vexed question of a permanent site for the 
University of Manitoba, which has agitated the minds 
of governments, faculty, and students for nearly a 
quarter of a century, seems to have been settled by 
the unanimous finding of the special committee of the 
legislature appointed at the last session. The com- 
mittee recommended that the new university building 
be built at the Agricultural College site, and that it, 
together with facilities provided by present buildings 
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situated thereon be used for instruction in the senior 
years of the university, and that instruction in the 
junior years be continued in the buildings situated on 
the present site. 

Last winter the legislative assembly voted $1,000,- 
000 for a new university building. It is probable that 
the government will concur in the finding of the com- 
mittee, and that the erection of the new building will 
be begun at an early date. The Agricultural College 
site is seven miles south of the centre of the city, 
and lies between the Lord Selkirk Highway and the 
Red River. The grounds set aside for university 
buildings are well treed and can be laid out to ad- 
vantage. With the present college buildings the Uni- 
versity will be assured of heat, power, dormitory, and 
dining accommodation from the beginning. The fine 
Southwood golf course lies immediately to the north. 

The division of the university between senior and 
junior years is a matter for regret, but it would ap- 
pear that the division is merely temporary, and that 
as soon as finances allow additional buildings will be 
erected, and the university will again become an 
organic whole. 


At the recent annual meeting of the Winnipeg 
General Hospital, Dr. G. F. Stephens, Superintendent, 
stated that tentative plans had been prepared for new 
buildings, designed to meet pressing needs. The pro- 
posed buildings would provide proper kitchen service, 
and adequate stores, and replace certain non-fireproof 
sections with fireproof buildings with the addition of 
approximately 100 beds. These buildings will be erected 
as soon as financial conditions warrant. 
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Dr. Stephens recommended the establishment of a 
radium emanation plant costing $70,000, which would 
not only loof after the needs of the hospital but care 
for the rest of the province in this respect. 

A total of 14,320 patients, the largest number on 
record for this hospital, were admitted for treatment, 
while 13,396 persons were treated in the out-patient 
department, making a grand total of 27,716 treated in 
the twelve months. The percentage of occupancy has 
risen from 78 per cent in 1924, to 96 per cent last year. 
The per capita cost including financial charges and out- 
patients department was $3.50 per day, comparing with 
the average for Canada of $3.69 per day. 


The annual Gordon Bell Memorial Lecture, under 
the auspices of the Winnipeg Medical Society, was de- 
livered in Lecture Theatre A, University of Manitoba, 
on December 15th, by Dr. Wade Hampton Frost, Pro 
fessor of Epidemiology at Johns Hopkins Medical School. 
The subject of the lecture was ‘‘The changing aspect 
of communicable diseases and their control.’’ In ad- 
dition to members of the medical and nursing professions, 
many laymen were present and all were delighted with 
the brilliancy of the speaker. 


Dr. A. L. Paine has joined the statf of the Manitoba 
Sanatorium, Ninette. 


Dr. C. W. Burns has been appointed Associate in 
Gynecology at the Winnipeg General Hospital. 


Dr. A. Blondal has been appointed to the attending 
staff of Grace Hospital in succession to Dr. Lennox 
Arthur, who has resigned. Ross MITCHELL 


SASKATCHEWAN 


Saskatchewan’s third sanatorium for the treatment 
of tuberculosis patients will be officially opened in 
Prince Albert on January 7, 1930. It has been erected 
at a cost of $800,000, and has a capacity of 200 beds. 
The sanatorium will be in charge of Dr. H. W. Kirkby, 
who has been on the staff of the Fort Qu’Appelle 
institution for eight years. 


Dr. F. C. Middleton who has been acting Deputy 
Minister since the retirement of Dr. M. M. Seymour two 
years ago, has been appointed Deputy Minister of Health 
for Saskatchewan. In 1907 he graduated from the Uni- 
versity of Toronto and in 1925 received the D.P.H. 
qualification from the same university. For fourteen 
years he has been with the department of health. 


Resolutions regarding the Workmen’s Compensation 
Act were forwarded to the Saskatchewan Medical 
Association from the Regina Medical Society. They 
asked that one of the members of the Workmen’s Com- 
pensation Board be a physician; that the injured work- 
man have the liberty of choosing the doctor who should 
attend him; and that the fee paid to the physician be 
equivalent to the fee paid under other circumstances for 
similar services. 


Two new appointments to the provincial Council 
of Public Health have been announced by Hon. F. D. 
Munroe; they are Dr. Arthur Wilson, Saskatoon and 
Dr. Edwin J. Ferg, Moosomin. Reappointed to the 
council are: Dr. R. Ferguson, Fort Qu’Appelle Sana- 
torium, Chalmers J. McKenzie, C.E., Saskatoon, R. G. 
Chasmar, V. 8. Hanley. The tenure of the office of the 
new council dates from October 9, 1929, and extends for 


a term of two years. The two retiring members of the 
council are Dr. Robert Stirrett, Swift Current, and Dr. 
R. M. Leask, Moose Jaw. 


Instead of the usual luncheon at a hotel the Kins- 
man Club of Regina were entertained recently at the 
General Hospital. Following an address by one of their 
members they divided into groups of ten and were con- 
ducted over the hospital by Dr. 8. R. D. Hewitt and by 
Mayor McAra, they expressed much interest in the work 
of the various departments. 


Miss Vera Pearson, a graduate of the Toronto 
General Hospital, has been appointed Superintendent of 
Nurses at the Regina General Hospital. Before coming 
to Regina’ Miss Pearson was Superintendent of 
Nurses at the Johnson Memorial Hospital, Johnson 
City, N.Y. 

Dr. F. D. Munroe, who has been appointed Minister 
of Health in the new cabinet, was born in Moose Creek, 
Ont., in 1881, and graduated from McGill in 1906. He 
has practised at Welwyn in the Moosomin constituency 
for twenty-two years, and was elected to the Legislature 
in the last provincial elections. 


Dr. B. C. Leech has been appointed anesthetist to 
the Regina General Hospital. 


Dr. A. 


Hazel, a graduate of the University of 
Manitoba, who has spent some time in x-ray work at 
Fort Qu’Appelle Sanatorium and also at the Sanatorium 
at Saskatoon, is now practising with Dr. C. M. Henry at 


Regina. LILLIAN A, CHASE 
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The College of Physicians and Surgeons is holding 
elections in four of the seven districts for Councillors. 
Members are elected for a two-year term extending to 
1931. In each case the present member has been re- 
nominated, excepting in the riding of Banff-Red Deer, 
where Dr. R. Parsons has been elected by acclamation. 
In the other districts the candidates are as follows: 
Medicine Hat, Dr. G. Anderson (present member) and 
Dr. F. H. Fish; Edmonton, Dr. W. A. Wilson (present 
member) and Dr. J. J. McDonnell; Peace River, Dr. 
A, E. Archer (present member) and Dr. F. H. Suther- 
land. The results will be made known at the end of 
December. 


At the annual meeting of the Union of Munici- 
palities of Alberta, recently held In Edmonton, a resolu- 
tion was passed asking the Provincial Government to 
formulate some health insurance scheme. Some of the 
municipalities have felt the unreasonable burden of 
-aring for indigents as well as the indigent sick. Hence 
the bringing forward of this resolution. 

In addressing the members at one of the sessions, 
the Hon. George Hoadley is reported to have said that 
‘“‘T am not an advocate of having doctors work for 
nothing, but insist that my only desire is to see the 
best possible medical services available for every person 
in the province, including the man and the woman who 
are pioneers on the fringes of civilization.’’ He de- 
fended his policy of state medical services, stating that 
the greatest danger of to-day was that of having hos- 
pitals provided for rural sections of the province, and 
lacking the necessary skilled services in connection with 
them. It is evident from the records in the books of 
the physicians of Alberta that they have given free 
service, which, if caleulated at low fees, would amourt 
to 50 per cent more than the Provincial Government 
Health Department budget has been for the past twenty 
years. 





At the meeting of the Calgary Medical Society held 
on November 13, 1929, the question of the Calgary 
water supply was the chief subject of discussion. At 
this meeting Mayor F. E. Osborne, Alderman, Dr. H. W. 
McGill, M.C., Dr. D. Gow, City Health Officer, and Mr. 
W. J. Robinson, Waterwooks Engineer, were present. 
The following resolution was passed. ‘‘That the Calgary 
Medical Society endorses the Chinook reservoir scheme 
for supplying water to the City of Calgary, as presented 
in the by-law which will be put to the electorate.’’ In 
discussing the proposed Chinook reservoir project, Mayor 
Osborne stated that the present system was inadequate, 
and that something must soon be done to guarantee a 
sufficient supply of pure water for Calgary citizens. 
The best engineers had considered all possible schemes, 
but the one under consideration was the best and most 
practical. This by-law was presented to the citizens for 
ratification at the recent civic elections and carried by 
a large majority. The cost ef the scheme will be in 
the neighbourhood of $3,770,000.00. 








Dr. R. B. White, of Penticton, B.C., was a visitor 
to Vancouver early in November. 


Dr. 8. Graham Elliot, formerly of Madison, Wis., 
has commenced practice as an eye, ear, nose and throat 
specialist in Vancouver. 


Dr. Murray Baird, formerly in charge of the private 
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An outline of the work of the ‘‘ Travelling Clinic’’ 
which is under the direction of the Provincial Health 
Department has just been made public. This branch of 
public health work has now been in active operation 
over a period of two years and was initiated by the 
Hon. George Hoadley, Minister of Health. The present 
report covers the period between May 27th and November 
15th of the present year, and shows the scale on which 
this health program has been carried on. Dr. R. T. 
Washburn, Superintendent of the University Hospital 
at Edmonton, has been in charge of the clinic since its 
inauguration. His staff included one other physician, 
two dentists and four nurses. During the period men- 
tioned, forty different points throughout the province 
were visited. There were 4,413 examinations made; 
1,408 tonsil and adenoid operations performed, as well 
as 240 minor operations; 1689 anesthesias were con- 
ducted, of which number 163 were for dental work. The 
cost of this work will not be made public until next May 
when Governmental year ends. 


The annual joint meeting of the Alberta Hospital 
Association, the Public Health Association of Alberta, 
and the Registered Nurses Association, was held at 
Edmonton on November 18th and 19th. Many interest- 
ing addresses were given. Among the speakers were 
Dr. A. K. Haywood, of the Montreal General Hospital, 
and Dean Alan Rankin of the Faculty of Medicine, 
Alberta University. 


At the annual meeting of the Public Health Associa- 
tion, Dr. D. Gow, of Calgary, was elected president for 
the ensuing year. 


Dr. R. K. Johnston, who recently registered in 
Alberta, is now practising at Eston, Saskatchewan. 


Dr. J. M. Armstrong, of Calgary, is spending the 
winter in California. Dr. Ernest de Long will look after 
his practice during his absence. 


Dr. W. Barr Murray, of Irma, is now settled 
at Longheed, where he has taken over the practice of 
Dr. Valentine. Dr. Claude Greenburg is now practising 
at Irma, in Dr. Murray’s stead. 


According to Mr. W. G. Hunt, Associate Secretary 
of the Alberta Medical Association, there are several 
rural vacancies in Alberta where physicians are badly 
needed. Particulars of these and other vacancies may 
be obtained from Mr. Hunt in Calgary. 


Dr. E. M. Busby is now in Montreal taking further 
post graduate work in radiology. He was formerly 
associated with Dr. W. S. Quint in Calgary. 


The sympathy of the profession in Calgary is ex- 
tended to Dr. A. J. Gordon, who was recently bereaved 
through the death of his wife. Mrs. Gordon was widety 
known as an authoress. G. E. LEARMONTH 


ward pavilion of the Vancouver General Hospital, is 
now practising in Ladysmith, B.C. 


Dr. L. E. Borden, of Nelson, and provincial member 
for that riding, spent a few days at Victoria on govern- 
ment affairs. ——— 

Dr. R. B. Boucher, of Vancouver, has returned from 
a visit to the east, where he spent several weeks. 














The Vancouver General Hospital has announced that 
in future non-paying patients will not be permitted to 
be attended by their own physicians in the public wards 
of the hospital. 





Dr. H. R. MeDonald is now practising at Sandon, 
B.C. ts 


Dr. M. W. Thomas of Victoria met with an unfor- 
tunate accident on November 23rd, when he fell and 
sustained a fracture involving his hip. 
















An Iodine Research Program 

Since January 1, 1929, the Mellon Institute of In- 
dustrial Research, of the University of Pittsburgh, has 
had in operation a Multiple Industrial Fellowship 
founded for the purpose of investigating the properties 
and uses of iodine. This Fellowship, which is sustained 
by the Iodine Educational Bureau, 64 Water Street, 
New York, N.Y., is headed by Dr. George M. Karns, 
formerly a member of the chemical faculty of the 
University of Illinois. 

Recently, through an additional appropriation from 
the Fellowship donor, the Mellon Institute, acting for 
the Iodine Fellowship, has made arrangements for the 
study of certain iodine problems in other institutions 
that have special facilities for such types of work. On 
October 7, 1929, a scholarship was founded at the 
Philadelphia College of Pharmacy and Science by a 
research grant from the Institute. This scholarship will 
have for its aim a broad investigation of vehicles and 
solvents for iodine, especially for external use in medi- 
cine. A large number of new organic chemicals will be 
studied as solvents with the object of evolving, if 
possible, a more satisfactory preparation than the al- 
coholic tincture now in use. The research, for which a 
definite program has been laid down, will be supervised 
by Professor Charles H. LaWall, with the advisory 
collaboration of other faculty members of the Phila- 
delphia College of Pharmacy and Science and with the 
direet co-operation of Dr. Karns. Another phase of the 
research program includes a grant made to the Penn- 
sylvania State College for a comprehensive investigation, 
under the direction of Professor E. B. Forbes of the 
Institute of Animal Nutrition, of the nutritional place 
and value of iodine in the feeding of live stock. Despite 
the large amount of work which has been done on the 
role of iodine in metabolism, especially with reference 
to the thyroid, very little is known regarding the specific 
dietetic aspects of this element, particularly in the 
lower animals. Dr. Karns and his co-workers on the 
Todine Fellowship of Mellon Institute are co-operating 
closely with Dr. Forbes and his staff, mainly by prepar- 
ing standardized feeds. 

The Mellon Institute is giving consideration to the 
founding of a research scholarship in a medical school 
for the purpose of aiding in the solution of incompletely 
answered questions respecting the utility of iodine in 








































Sixth International Medical Congress of Industrial 
Accidents and Professional Illnesses 
August, 1931, Geneva 

After agreement 


between the permanent Inter- 







and the permanent International Commission for Pro- 
fessional Illnesses it has been decided that the sixth 
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Miss Grace Fairley, R.N., of London, Ont., recently 
appointed as Lady Superintendent of the Vancouver 
General Hospital, in succession to Miss Kathleen Ellis, 
R.N., who has resigned, will commence her duties 
early in December. 


The British Columbia Medical Association has com- 
pleted arrangements with the Provincial Police, by which 
during 1930 a block of motor license numbers will be 
reserved for the exclusive use of members of the medical 
profession. C. H. Bastin 


internal medicine. A number of pharmacologists are 
aiding the Institute in determining a program for such 
pharmacodynamic inquiry. 


The New York Polyclinic 

The New York Polyclinic Medical School and Hos- 
pital has started wrecking the four buildings adjoining 
the hospital, and will erect a ten-story building for an 
out-patient department, transferring the clinical space 
in its present building to the new building, thereby 
enlarging its wards so that it can take care of another 
150 ward patients for teaching purposes. The Poly- 
clinic Hospital now maintains one of the largest out- 
patient departments in New York City. The enormous 
growth of New York City in this central district served 
by the Polyclinic has made it absolutely essential that 
it provide increased quarters for its clinical work. The 
new building will be devoted to post-graduate teaching 
and will be fully equipped for all branches of medicine 
and surgery. 

Another Explosion in an X-Ray Department 

It is reported than an explosion took place recently 
in the x-ray department of the University of California 
Hospital, from which damage resulted amounting to 
several thousand dollars, 

Osteopaths on Hospital Boards 

By a resolution adopted by the Board of Com- 
missioners of Weld County, Colorado, membership on 
the staff of the county hospital has been restricted to 
physicians and surgeons who are graduates in medicine 
of regularly accredited colleges. The osteopaths have 
contested this ruling in the courts, but the commissioners 
have been upheld in their decision. 





Chiropractors and Their Use of Electricity 

The Supreme Court of New Jersey has reversed the 
finding of a lower court in Bergen County, New Jersey, 
by which a chiropractor, accused by the State Board of 
Medical Examiners of practising medicine without a 
licence, was acquitted. The Supreme Court held that 
the application of electricity was a part of the art of 
healing and in no wise involved the function of hand 
manipulation which is supposed to be the particular 
system of treatment of the chiropractor. 


and Professional 
August, 1951. 
The following questions will be studied: (1) ‘‘The 
slow results and evolution of the traumatic wounds of 
the spine’’; (2) ‘*Traumatism of blood-vessels (arter- 
itis and thrombophlebitis) ’’; (3) ‘‘Cutaneous infections 
in relation to industrial acecidents’’; (4) ‘Previous 
state as affected by industrial accidents. ’’ 


Illnesses will be held in Geneva in 
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Further there will be a certain number of open 
topics the subjects of which shall be left to their 
authors’ option. 

-articipation: Every doctor whom these questions 
interest can be present at this congress. 

Information: For information apply to the General 
Secretary, Dr. Yersin, Rue du Rhone, 1, Genéve, Switzer- 
land. Signed: The President of the Organizing Com- 
mittee, Prof. Dr. Julliard. 


The Pan-American Medical Association 

The second meeting of the Pan-American Medical 
Association will be held in Panama City from January 
30, 1930, to February 3rd, under the presidency of Dr. 
Francisco Maria Fernandez. The opening session will 
be addressed by the Secretary of State for the Republic 
of Panama; by Dr. Nicolas A. Solano, president of the 
local committee, by the president, and by Dr. Lewllys F. 
Barker, of Baltimore. Clinics will be held at the Santo 
Tomas Hospital, and lectures in the Gorgas Hospital 
and Institute. 

All information can be obtained from the Executive 
Secretary, Dr. Conrad Berens, Jr., 30 East Fortieth St., 
New York City. 


Increase in the Number of Medical Men 

An analysis of the records in Great Britain for the 
past fifty years shows a steady increase in the ratio of 
doctors to population, which was accelerated during the 
years immediately following the war. The number of 
registered practitioners at the end of 1921 was nearly 
double the number at the end of 1881, but the population 
of Great Britain and Ireland within that period of forty 
years only increased by about 34 per cent. There is 
now considerably more than one name in the Medical 
Register to every thousand of population. In the United 
States of America it is estimated that there is one 
medical practitioner to every 753 people. Next to the 
United States the British Isles appear to have the 
highest proportion of practitioners to population. 
Austria has approximately one doctor to every 900 in- 
habitants; Switzerland 1 to 1,135; Denmark 1 to 1,200; 
Germany 1 to 1,320; Hungary 1 to 1,480; and Czecho- 
slovakia 1 to 1,970. 


A Prize for the Study of Trachoma 

The Hungarian Government is offering a prize of 
2,000 Swiss frances for an independent essay on the 
etiology of trachoma indicating definite research. These 
essays must be addressed to the Eye Clinic No. 1 of the 
Royal Hungarian Peter Pazmény University, Maria- 
utca 39, Budapest VIII, not later than June 30, 1931. 
Works that have already appeared in print are likewise 
eligible for this competition. The jury of award may 
also consider works not submitted for competition but 
appearing in print between July 1, 1929, and June 30, 
1931. The essays may be written in German, English, 
French, Italian, or Hungarian. The jury of award will 
be appointed by the Hungarian Minister of Public 
Welfare and Labour, and its decision will be announced 
not later than December 31, 1931. 


Detection of Mustard Gas: International Competition 


The International Committee of the Red Cross, on 
the recommendation of a committee of experts which 
met at its instance at Brussels last year, has opened an 
international competition for the invention or discovery 
of a reaction capable of detecting minute quantities of 


mustard gas in air. It is laid down that the reaction 
must be characteristic for the gas, and sufficiently 
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delicate to reveal a concentration as slight as 0.07 milli- 
gram of mustard gas in a litre of air. The competitor 
is required also to state whether the reaction is influenced 
by other chemical substances which might be mixed with 
mustard gas as used in war. The prize is 10,000 Swiss 
francs (rather more than £400), which may be awarded 
to one or divided between several competitors according 
to the value of the proposals submitted. The competition, 
which has just opened, does not close until December 
31, 1930. Before that date competitors should send in 
their entries to the secretary of the International Com- 
mittee of the Red Cross (1, Promenade du Pin, Geneva) 
in the following manner: the name and address of the 
competitor should be placed in a sealed envelope, on the 
outside of which should be some distinguishing motto, 
together with a declaration that the reagent is the result 
of h's own work. In a second sealed envelope, bearing 
the same motto, the detailed proposals should be given. 
The language used may be English, French, German, or 
Italian, but when the envelopes are opened at the be- 
ginning of 1931 the contents will be translated into 
French. Both the original texts and the translation will 
be examined by a jury, who will be aware only of the 
motto, not of the author’s name. After the various 
proposals have been examined and assessed the envelopes 
containing the names will be opened, and the result of 
the competition published. The reagent will bear the 
name of its discoverer, but it will be the property of 
the International Red Cross; one of the conditions of 
the competition is that whatever apparatus is required 
shall be easy to construct and capable of being produced 
in large quantities at reasonable cost.—Brit. M. J. 


Infantile Paralysis 


An international committee for the study of in- 
fantile paralysis has been formed in New York under 
the presidency of Dr. W. H. Park. The scientific in- 
stitutes chosen for centres of research are the Univer- 
sities of New York, Chicago, and Harvard, Cambridge, 
Mass., in the United States, the Lister Institute, London, 
and Institut Pasteur of Brussels, in Europe. 


Aloys Pollender 
A memorial tablet has recently been placed on the 
house of Dr. Aloys Pollender (1800-79) at Wipperfiirth, 
Westphalia; he described the anthrax bacillus in 1849, 
a year before C. J. Davaine, who is generally credited 
with its discovery. 


Clemenceau 


It is not perhaps generally known that the famous 
‘“War Premier’’ of France was a medical man. Georges 
Eugéne Benjamin Clemenceau was born in 1841 at 
Mouilleron-en-Pareds in the Vendée, was educated at thé 
Lycée of Nantes, and became a docteur-en-médecine. 
Migrating to the United States in 1865 he returned to 
Paris in 1870 and practised as a physician in Mont- 
martre before he was elected mayor of the eighteenth 
arrondissement and a member of the National Assembly. 
In 1865 he published a thesis entitled ‘‘De la génération 
des eléments anatomiques.’’ 


Post-Vaccinal Encephalitis 
Prof. Netter, of the Institut Pasteur, has given the 
Académie de Médecine his views on the etiology of post- 
vaccinal encephalitis as a result of his study of a cam- 
paign of vaccination at Rotterdam. He lays the re- 
sponsibility on the preparation of vaccine lymph by 
passage through the rabbit. 
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Book Reviews 


Pathogenic Microérganisms. William Hall Park, M.D., 
Anna Wessels Williams, M.D., and Charles Krum- 
wiede, M.D. Ninth Edition. 819 pages, 225 illus- 
trations. Price $6.50. Philadelphia, Lea & Febiger, 
1929. 

The ninth edition of this valuable work will be 
welcomed by physicians in general, and in particular 
by those engaged in bacteriological work. 

A detailed review of such a well known publication 
is unnecessary. Little need be said other than that the 
present revision has been extensive and most satis- 
factorily accomplished. 

The section on immunity has been amplified and 
the authors’ experience in active immunization against 
diphtheria and scarlet fever is recorded. The chapters 
on the pyogenic cocci, on the paratyphoid bacilli, and 
on the pneumococci have been practically rewritten. Iv 
a discussion of group specificity amongst the hemolytic 
streptococci the modern trend away from the ‘‘specific’’ 
position is indicated. Thus, the authors have found 
that scarlet fever strains can be divided into four sero- 
logical types, that erysipelas strains fall into two 
agglutinative types, and that cross absorption occurs 
between certain strains from scarlet fever and strains 
from erysipelas, puerperal fever, and _ streptococcal 
meningitis. The fact that scarlet fever antitoxin may 
be of benefit in other types of infection with hemo- 
lytic streptococci can be thus explained. Recent work 
on the serum treatment of pneumonia is reviewed, and 
the splitting of pneumococci of group IV into a number 
of serologically distinct types is deseribed. Bacterial 
mutation or variation is mentioned, but for a critical 
review of work on this interesting subject the reader 
must consult special monographs. Additions to our 
knowledge of scarlet fever, measles, yellow fever, un- 
dulant fever, and tularemia have received due attention. 


The bibliography has been extended and _ the 
references are well chosen. The summary table in 
which are tabulated the chief characteristics of common 
micro-organisms has been revised and is a valuable 
feature of the book. 

The authors’ style of writing and their clarity of 
expression is such that the book is read with pleasure 
as well as profit. It can be highly recommended, not 
only as a text-book for students but as a reference work 
for practising physicians and bacteriologists. 

W. MAGNER 


The Chemical Aspects of Immunity. H. Gideon Wells, 
Ph.D., M.D., Professor of Pathology, University 
of Chicago. Second Edition, revised and enlarged. 
American Chemical Society Monograph Series. 
Price $6.00. Publishers: The Chemical Catalog Co., 
419 4th Ave., New York, 1929. 


That in the space of five years a book on so 
specialized a subject as the chemical aspects of immunity 
should pass to a second edition is sufficient evidence of 
its value. That its author is Prof. H. G. Wells, of the 
University of Chicago, is evidence of its erudition. He 
has given a plain and simple presentation of a subject, 
which has been the happy hunting ground of the 
picturesque theorist, and which bristles with complexities. 
Professor Wells shows how immunology is rising from 
a series of pragmatic observations to the position of a 
science. Chemistry is an all-embracing subject. All 
biological and vital phenomena possess aspects which 
can be stated in chemical terms, and this book illustrates 
a growing phase of biochemistry. 

Immunology is presented in terms of colloid 
chemistry. Moreover the colloid chemistry involved in 


immunology is clearly related to colloid chemistry as it 
is usually expounded in text-books, or portions of text- 
books, devoted to that subject. It is on this account 
that we can warmly recommend Professor Wells’ book 
to those teachers of colloid chemistry whose students are 
medical. More than once the reviewer has had to listen 
to lectures on colloid chemistry given primarily to a 
medical audience. The lectures have been admirably 
given, and profusely illustrated by experiments, yet the 
listeners have gone away asking the question,—Why is 
colloid chemistry so important in medicine? Had the 
lecturer read this book, at least one application of 
colloid chemistry to medicine would have been clear. 
To the specialist in the field of immunology, and to the 
medical practitioner interested in the progress of his 
science, the book is of the greatest interest. The former 
will find reviewed the many theories which mark the 
progress of the science. He will find a good biblio- 
graphy. The latter can find in it a clear exposition of 
those multiform methods by which the animal body 
protects itself against the permanent invasion of foreign 
bodies, and which now begin to appear as possessing 
logical sequence. While the book is not a handbook or 
practical text-book, the more general reader will realize 
the practical utility of the subject and the views ex- 
pressed. 


To the reviewer, who has not followed this subject 
for some little time, the book is remarkable in illustrat- 
ing the extent to which, in a few short years, immuno- 
logy has escaped from those tight swaddling clothes in 
which Ehrlich so nearly choked it. V. J. HarDInG 


Varicose Veins. H. O. McPheeters, M.D., F.A.C.S. 208 
pages, illustrated. Price $3.50. F. A. Davis Co., 
Philadelphia; MacMillan Co. of Toronto, 1929. 
This book is a complete treatise on the subject of 

varicose veins with their treatment by various methods. 

Special attention is given to the injection method. The 

general style of the work is excellent. 

While the purely scientific aspects of the work 
(embryology, pathology, anatomy, histology, etc.) are of 
unusual interest, the chapters on the clinical features and 
technique are of even greater practial value to the man 
actually engaged in doing the work. 

The large amount of ground covered necessarily 
makes a fairly large book. The bibliography appended 
will be found useful to those interested in the historical 
aspect of the subject. L. H. McKim 


Treatment of Varicose Veins of the Lower Extremities 
by Injections. T. Henry Treves-Barber, M.D., 


M.Se. 120 pages. Price 6/- net. John Wright & 
Sons, Bristol, 1929. 


A concise and very readable compendium of the 
author’s personal experience. The following quotation 
is an example of the common sense treatment of the 
subject which impresses one throughout the book. 
‘*Remember that each individual case must be judged 
on its own merits that there is no absolute 
or single method which is suitable to every case, that 
one or more of the advised methods must sometimes be 
used, either in conjunction, or separately, in the 
same patient, or even in the same vein, possibly at the 
same sitting.’’ 

The most detailed points of technique are well 
covered in spite of the small size of the book. 

This book is a reliable guide for students and busy 
practitioners. It may also be read with profit by all 
those who are interested in this type of work. 

L. H. McKim 
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Tularemia, History, Pathology, Diagnosis and Treat- 
ment. Walter M. Simpson, M.S., M.D., F.A.C.P. 
Forwarded by Edward Francis. 162 pages, 55 
illustrations. Price $5.00. Paul B. Hoeber, New 
York, 1929. 

This monograph is a short, cuncise and readable 
discussion on the extremely interesting infection, 
tularemia, also known as deer fly fever or rabbit fever. 
The introduction is by Dr. Edward Francis, himself an 
authority on the disease. Dr. Simpson has had an 
unique opportunity for the study of tularemia because 
of the prevalence of the infection in Ohio where it has 
been known for at least a quarter of a century. The 
history of the disease is explicit. Due credit is given 
to the work done by foreign investigators, notably the 
Japanese. It is remarkable that tularemia is so 
dangerous to laboratory workers, in spite of elaborate 
precautions. The chapters on clinical manifestations and 
pathology in man are brief but to the point. The photo- 
graphs and microphotographs of the patients are ex- 
cellent. The bacteriology, serology and diagnosis are 
dealt with adequately. It is unfortunate that there 1s 
not as yet any specific treatment. The importance of 
prophylaxis is noted. 

No cases of tularemia have been recorded in Canada 
although they probably occur, as numerous cases have 
been reported from Montana, North Dakota, Minnesota, 
and other northern states. Gro. V. BEDForp 


Partnerships, Combinations, and Antagonisms in Dis- 
ease. Edward C. B. Ibotson, M.D., (Lond.), B.S., 
Fellow Royal Society of Medicine, London. 348 
pages, 11 illustrations. Price $4.00. F. A. Davis 
Company, Philadelphia, 1929. 

The theme of this book, while not entirely new, is 
intriguing. Briefly, it covers, supported by a multitude 
of quotations, the oft observed phenomena that while, 
on the one hand, some pathological states favour or 
predispose the organism to the acquisition of secondary 
unrelated disturbances, on the other hand, there are 
diseases that will antagonize, or protect the human being 
from, certain other maladies. The author has, however, 
made the mistake of quoting authorities, in many in- 
stances, of a generation ago at a time when the necessary 
confirmation of the pathologist and of the biochemist 
was lacking. He also runs with the hare and hunts 
with the hounds. For instance, he points to the benefit 
of the Egyptian climate for arteriosclerotics, while on 
a consecutive page he emphasizes the report of another 
writer that arteriosclerosis is endemic among the 
Egyptian natives. On page 18 he asserts that the Congo 
natives are immune (?) to cerebral syphilis because of 
the prevalence of malaria, while in page 257 he is 
equally positive (backed by another authority) that the 
potent immunizing factor is their freedom from mental 
stress. 

There is much that is stimulating in the chapters 
on the diatheses, on the subject of symbiosis, and on 
the manifold and interesting relationships between 
tuberculosis and syphilis. Furthermore, the author is 
more in his element in the chapter on mind and body. 

Above all, the book provokes the timely thought that 
we are in danger of over-specialization in clinical medi- 
cines—treating the disease and not the patient. Such a 
note was stressed not so long ago by Friedrich Kraus, 
of Gratz, in his address on Hippocratismus. 

SAMUEL ORTENBERG 

The Invert. By Anomaly. Introduction by Dr. R. H. 
Thouless, Lecturer in Psychology, University of 
Glasgow. 160 pages. The Macmillan Company of 
Canada, 1928. 

This book entitled ‘‘The Invert’’ is one of the 
most interesting human documents that has been pub- 
lished in recent years. The author, who prefers to 
remain anonymous, occupies an important post. He is 


himself an ‘‘invert’’ and through personal experience 
has an appreciation of the problems that confront men 
afflicted with a homosexual trend. The reader is im- 
mediately impressed with the absolute sincerity of 
the author in his desire to be of help to others who 
are handicapped like himself. The book is not a scien- 
tific treatise and there is no attempt to add to our 
knowledge in the field of sex inversion. Nevertheless, 
physicians can profit through a reading of the book 
and they will be led to a clearer insight of the psycho 
logical problems that confront an individual suffering 
from inverted sexuality. 

We are given the following definition of an invert, 
‘*4 homosexual person (or invert) is one who, though 
apparently physically normal, is entirely unsusceptible 
to the sexual and emotional attraction of the opposite 
sex, but is susceptible to the sexual and emotional 
attraction of his, or her, own sex.’’ The author in- 
dicates that the invert must face such problems as 
the following: The possession of love for individuals 
of the same sex, without any possibility of consumma- 
tion except through a criminal offence; the danger of 
being misunderstood by the rank and file of people; mak- 
ing the best of a bad situation without indicating the 
nature of his burden to other people. To meet these 
problems, the invert is advised to courageously recog- 
nize his predicament and to lead a normal useful life 
with the knowledge that by doing so he is winning a 
great victory. He can take comfort in the fact that 
many men are similarly afflicted (possibly 5 per cent), 
and that large numbers are successfully adjusting 
themselves to society. 

The book attempts to break-down existing pre- 
judices concerning homosexuality. It is a popular 
conception that all male inverts are degenerates; that 
all are attracted to young boys, and that their associ- 
ation with the young is a menace. The author insists 
that inverts who are living clean lives are not degener- 
ates and that many are not attracted at all to boys. 
Exception is taken to the advice of marriage. The 
author draws a distinction between bisexuals and 
homosexuals. He says that it may be possible for a 
bisexual to become heterosexual and therefore to be- 
come united in marriage with some prospect of success. 
In his opinion, however, true homosexuals cannot be 
expected to make such an adjustment. 

The author sums up his advice to other male 
inverts as follows: ‘‘Hold frank conversations with 
suitable persons, thereby avoiding mental repression; 
encourage every symptom of sexual normalization; 
cultivate self-esteem; become deeply engrossed in a 
congenial occupation or hobby; observe discretion and 
practise self-restraint.’’ 

The introduction to this book by Dr. R. H. 
Thouless supplies a scientific contribution and inter- 
pretation that gives added value to the volume. It 
is hoped that physicians will commend this book to 
male patients who suffer from inversion. It will lead 
many to a more robust outlook upon life. 

C. M. Hincks 
Selected Readings in Pathology. Esmond R. Long. 

301 pages, illustrated. Price $4.00. Charles C. 

Thomas, Baltimore, Md., 1929. 

Dr. Long, who is Professor of Pathology at the 
University of Chicago, brings together in this book 
extracts from works of outstanding influence in medical 
progress, with a brief lucid note of introduction on 
each. The value in this volume is that it reprints what 
the physicians named said themselves of the conditions 
now entitled Hodgkin’s disease, Bright’s disease, 
Addison’s disease and Hunterian chancre. Morgagni’s 
early appreciation of the importance of accurate cor- 
relation of the symptoms of disease and the pathological 
anatomy of fatal cases, as observed by post-mortem 
dissections, is given. Laennec ‘‘on tubercles of the 
lung’’ in which the physical signs of pulmonary disease 
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in the living patient, as elicited by percussion and his 
own invention the stethoscope, are described, with a close 
correlation of the pathological change as brought by 
subsequent dissection. Rokitansky’s short lived revival 
of humoural pathology is told in the Viennese patho- 
logist’s own words. The second selection of Virchow on 
cellular pathology contains the essence of the doctrine 
he gave to the world with his immortal aphorism 
‘fomnis cellula e cellula.’’ The origin of the word 
‘¢syphilis’’ is made more interesting when presented in 
Fracastoro’s poem. In reading the excerpts from Celsus 
one comes in contact with the original usage of the 
classical terms descriptive of inflammation. Extracts of 
the writings of William Harvey, Sylvius, Astruc, John 
Hunter, Matthew Baillie, Bichat, Horner, Corrigan and 
many others are accurately given. All are names in 
frequent use in the teaching of pathology and familiar 
to all students of medicine. 

Of necessity, through space restrictions, the com- 
pilations are brief. Chronological order has been 
followed in assembling the collection, and while this has 
the disadvantage of breaking up the correlated output 
of certain schools such as Guy’s Hospital from which 
Hodgkin, Bright and Addison ail came, on the other 
hand it illustrates how prompt utilization in other lands 
followed the publication of new ideas in one. 

Dr. Long has selected his material with great care 
and one can safely say this book fills a decided want. 
The printing, illustrations and binding are good and the 
price is attractive. It is a book which it is a pleasure 
to read and one which can be recommended to students 
and practitioners and all interested in the classics. 

RaLpH P. SMITH 


The American Illustrated Medical Dictionary. W. A. 
Newman Dorland, A.M., M.D., F.A.C.S. Fifteenth 
Edition, revised and enlarged. 1427 pages. Flexible 
binding. Price $7.00; thumb indexed $7.50. Pub- 


lishers: London & Philadelphia, W. B. Saunders; 


Toronto, McAinsh & Co., 1929. 

How steadily the manufacture of medical terms 
goes on! In the present edition of this well-known 
medical Gictionary we are told that several thousand 
of the newest terms have been added within two 
years’ time. One speculates with interest as to the 
fate of many of these terms, and, in certain cases the 
speculation arouses a hope for their early demise. 
‘*Tramitis’’ for instance, can hardly expect to find 
much usage. (It has, by the way, nothing to do with 
excessive travelling in street cars!) Nor can there 
be much future for ‘‘kytorrhachic’’, ‘‘ piezallochromy’’, 
‘“systremma’’, or ‘‘holergastic’’, the last, we believe, 
meaning literally ‘‘the whole works’’. ‘‘Ingluveosis’’ 
is a synonym for ‘‘cardiospasm’’, but he would be a 
bold man who would try to make the substitution in 
his discourse. ‘‘Sunshine pill’’ is likely to outlive 
them all, although hardly the kind of term that is 
used outside of advertising literature. 

If there were any criticism to be offered of this 
dictionary it would be that not enough is said about 
the origin (not the derivation) of words. Who dared 
to introduce such a word as ‘‘porapathy’’? Even this 
dictionary is silent as to its meaning, although it is 
listed amongst the selected words which the publishers 
insist upon as a feature of the book. An effort should 
be made to give the relative value of out-of-the-way 
terms. Standard English dictionaries inform one as 
to whether a word is archaic, or fantastic, or scien- 
tific, ete. Some such plan might be followed in a 
medical dictionary. A special section, also, might be 
devoted to names of proprietary medicines. 

H. E. MacDermor 
Martindale & Westcott. 
W. H. Martindale, Ph.D., F.C.S. 
Volume 11. 19th edition. 759 illustrations. Price 
22/6 net. H. K. Lewis & Co. Ltd., London, 1929. 
There is little to be added to the commendatory 


The Extra Pharmacopeia. 
Revised by 
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notices which previous editions of this volume have 
received. It concerns itself with a multitude of gen- 
eral subjects which could not be included in the first 
volume,—organotherapy, antiseptic powers of chemi- 
eals and disinfectants, ultraviolet rays, radium, milk 
analysis, staining methods and laboratory technique, 
ete. There is even a short note on embalming. 

The literature has been conscientiously reviewed 
and many of the references are from papers written 
a few months before. 

The book can be most highly recommended as a 
thoroughly well devised and executed work of reference. 

H. E. MacDermor 


The Prescribing of Spectacles. Archibald Stanley 
Percival, M.A., M.B., B.C. 239 pages, illustrated. 
Price 15/- net. John Wright & Sons, Bristol, 1928. 


This little book is well worthy of a third edition. 
It has much information in it which is as valuable to 
the advanced student of optics as to the beginner in 
ophthalmology. It is a happy blend of the theoretical 
and the practical in helping the eyes by means of 
lenses. The author insists on the mathematical principles 
involved, and is not satisfied with rule-of-thumb methods. 
The book is, consequently, one to study rather than to 
merely read. The everyday work of retinoscopy, ophthal- 
mometry, and lens adjustments is described, and then 
explained simply and by mathematical formula. 


Much of the book is taken up with the description 
of routine methods, but stress is laid on the flaws in 
these methods, and ways of eliminating the errors are 
offered. Original tables of the degree of error for 
different powered lenses, and in regard to lenses of the 
same effectivity bring home very important points, and 
serve as useful references. The author’s experience of 
being able, where binocular vision is present, to combine 
lenses -in high anisometropia with benefit to the patient; 
by means of decentring is encouraging. 

This is an excellent book for an oculist’s library. 
It will explain to him many of his past failures—if ko 
has had any—and help him to solve many of his future 
difficulties. G. Stuart RAMSEY 


Surgical Radiology. A. P. Bertwistle, M.B., Ch.B., 
F.R.C.S., and D. P. D. Wilkie, O.B.E., F.R.C.S. 
142 pages, 21 illustrations. Price $2.50. Macmillan 
Co. of Canada, Toronto, 1929. 


This is another excellent work by Dr. Bertwistle, 
in which he covers in a comparatively few pages, a long 
felt want in the field of radiological diagnosis. As 
stated in the preface, the majority of radiological 
works, in the past, have described pathological lesions 
in the advanced stages, and consequently this work 
will be welcomed as one in which the authors’ efforts 
have been mainly in describing changes found in the 
earlier stages of pathological lesions. This has been 
done briefly, but at the same time in an authoritative 
manner. 

This work should be of great assistance to teachers 
and advanced students, and will also be helpful to 
beginners, although for the latter, it would be more 
easily assimilated if the authors had elaborated more 
fully. 

Every system is completely covered, and in the 
chapter on the cerebral cortex, the authors have de- 
scribed a very valuable and interesting method of local- 
ization which they have worked out, and which will be 
of especial interest to neurologists and neurological 
surgeons. 

The book is well illustrated throughout and thc 
illustrations are clear and distinct. A key drawing for 
each illustration is provided, which is a great aid in the 
full understanding of them. W. L. RiTcHIE 
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Principles of Pathology. For Practitioners and 
Students. H. D’Arcy Power, M.D., F.R.P.S., and 
William W. Haha, M.D. Large 8vo.; xlix and 787 
pages; 298 illustrations, part in colour. Appleton 
and Co., New York and London, 1929. 


In the preface to this volume the authors state 
that their object has been to produce a text-book 
suitable for students and practitioners. They feel that 
while there are a number of excellent text-books on 
pathology in the English language from the viewpoint 
of an instructor in pathology none are entirely satis- 
factory. 

A perusal of the book leaves one with the very 
distinct impression that it is not likely to become 
popular either with instructors in pathology or with 
students. The presentation of the subject matter is 
on the whole unattractive, and in the case of certain 
subjects very incomplete. The account of pernicious 
anemia occupies less than two pages; the diagnostic 
importance of macrocytosis is not mentioned, nor is 
reference made either to recent observations upon 
bone-marrow changes in the disease or to the effect of 
liver diet upon its progress. 

Jaundice is discussed in a few scattered para- 
graphs. It is apparent that the authors hold to the 
belief that the liver cells form bile pigment, and that 
they are unfamiliar with the important contributions 
to our knowledge of this subject made by Mann and 
others of recent years. No distinction is drawn be- 
tween the lymphatic system and the reticulo-endo- 
thelial system. 


Many other defects might be noted. This book 


cannot stand comparison with the standard text-books 
of pathology already on the market, any of which 
offer a more lucid, complete, and pleasing presentation 


of the subject. M. MAGNER 


The Adrenals; Their Physiology, Pathology and 
Diseases. Max A. Goldzieher, M.D. 436 pages, 73 
illustrations. Price $8.25. The Macmillan Co. of 
Canada, 1929. 

A useful review of the subject, particularly from 
the clinical point of view, is given. The bibliography 
is very extensive, and is the most satisfactory feature 
of the work. Some of the views expressed, especially 
those with regard to the relation of the adrenals to 
blood sugar level and to arterial hypertension, are not 
sufficiently substantiated by experimental work to 
carry conviction. The poor English in many instances 
makes it impossible to understand the author’s 
meaning. C. H. Best 


The Diseases of China, Including Formosa and Korea. 
Jefferys and Maxwell. 2nd edition edited by 
James L. Maxwell, M.D., B.S. 530 pages, illus- 
trated. Price $5.00. P.O. Box 1121, Shanghai, 
China, 1929. 

It is a pleasure to welcome Dr. Maxwell’s volume. 
Written by one who has worked valiantly for years 
in a country that is the very hot-bed of disease, with 
notes drawn from the nation-wide experience of other 
devoted and sometimes isolated workers, and set forth 
in neatly concise and direct style, it grips one’s in- 
terest and admiration from the start. 

The author who, for this second edition, has had 
to work alone, having been deprived of his colleague 
Dr. Jefferys, has not attempted an exhaustive study of 
the diseases of China. The object of his work is to 
emphasize those conditions of disease which are com- 
mon, and chiefly to help the physicians throughout the 
country, many of them isolated, ‘‘who are converting 
China to scientific medicine, and to whom the greatest 
debt of gratitude is due for the self-sacrificing and 
laborious work that they carry on with an effieiency 
that is little short of marvellous.’’ 

Much use has been made of the systematic re- 
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search work of many individual workers throughou' 
the country, whose notes have for years been collected 
by the Research Committee of the China Medical Mis- 
sionary Association. The result is that the author is 
enabled to speak with authority on what are some of 
the vital medical problems of the nation and even of 
the world to-day. Much original work of this kind 
has been done in the fevers of China, in leprosy, in the 
studies of diseases caused by protozoan and metazoan 
organisms, notably parasites of the circulatory systems 
and those inhabiting the alimentary canal and liver. 

Many practical hints are given as to the treatment 
of leprosy, malaria, dysentery, liver abscess, opium 
habit and poisoning, conjunctivitis, trachoma, and so 
on. Vaccination of a sort has long been successfully 
practised. Conscientious objectors are dismissed with 
a gesture: ‘‘These have either to revise their theories 
or are largely removed by the disease.’’ 

Diseases of the skin are emphasized, as they have 
a large place in the practice of medicine in China. 
The eloquent Chinese proverb is quoted: ‘‘Of ten men, 
eleven have the itch.’’ 

Remarking upon the recrudescence of opium cul- 
tivation and the resulting opium debauchery, the 
author places the blame upon the recent military sys- 
tem which has forced on unwilling farmers the cultiva- 
tion of opium in order that a special tax might he 
exacted. 

The description of the revolting practice of pro- 
ducing artificial deformities and the artificial making 
of ‘‘Wild Men’’ is a tax no less upon the sympathy 
than the credulity of the reader. The author makes 
quite evident the vital importance. of stirring up a 
health conscience among the Chinese people. It is 
difficult for the western mind to grasp the utter lack 
of sanitation and hygiene both in governmental 
activities and in private life. 

Dr. Maxwell is to be warmly congratulated. The 
profession not only in China but elsewhere will wel- 
come this book from the able pen of an already 
enormously overworked medical missionary. To the 
medical student also the book will be of real practical 
value; and it may lead some to hear the call of this 
pioneer in a terribly needy but alluring field, and to 
follow in his steps. S. O. McMurtry 
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